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Use the Pill 
Around the world over 100 million 
women rely on oral contraceptives (OCs). 
They benefit from the effectiveness, 
safety, and convenience of the pill. 
Still, many women do not use the pill 
as successfully as possible. Programs 
can help women use OCs effectively. 
When taken properly, the pill is a highly effective contraceptive. 
Oral contraceptives are unique among family planning meth- 
ods, however: Their full effectiveness requires the user's daily 
action. In part because some women have trouble taking the pill 
correctly, pregnancy rates are usually much higher than if the 
pill were used perfectly. 

For combined OCs the perfect-use pregnancy rate is estimated 
at only 0.1 per 1 00 women in the first 1 2 months of use. In 
actual use pregnancy rates range from 1.7 to 10.5 pregnancies 
per 1 00 women in the first 1 2 months in 2 1 surveyed countries. 

Better pill use would make a big difference. Based on worldwide 
levels of pill use in 2000, for example, over 2 million women 
become pregnant unintentionally each year because they do not 
take the pill effectively. Also, women would be healthier, and 
medical costs would be less, since complications of pregnancy, 
childbirth, and unsafe abortion are among the leading causes of 
women's ill health and death in developing countries. 

Encouraging more effective OC use requires understanding 
problems with pill-taking. OC users make a variety of mistakes. 
These include missing pills, taking "rests" from pill use, starting 
the next pill pack too late, and taking pills out of sequence. 
'iesearch suggests that most pregnancief +ring pill use result 



from increasing the number of days between pill packets that 
hormonal pills are not taken. Errors sometimes occur because 
women are not F ~ M  how KI use the plll, or they recehe incorrect 
advice. Some users do not understand or remember instructions. 

Some pill users who become pregnant report vomiting or diar- 
rhea and/or use of antibiotics around the time of conception. 
It is not clear what role these events play in pill failure. 

What Can Be Done? 
The better women understand the pill, the better they can use 
it effectively and continue using it. Women need to know how 
the pi1 l works, how to take it correctly, what to do if they miss 
pills, how to deal with common side effects, and what symp- 
toms indicate the need to see a doctor or nurse. 

Using mass media. Radio, television, and other mass media 
can inform potential users, users, and their partners about the 
pill and other methods. The mass media often start people 
thinking about family planning and contraceptives. They also 
can remind continuing users about effective pill use and help 
to counter false rumors about the pill. 

Counseling. Counseling-face-to-face dialogue between client 
and provider-improves OC use. Women who receive good 
counseling are more likely to continue using the pill and to use 
it effectively. In particular, women need to know about the 
common side effects before they start the pill. Counseling is  
especially helpful both when a client is  deciding about the pill 
and if she experiences side effects in the first months of use. 
Providers counsel better when trained and enabled to use both 
knowledge of family planning and communication skills. 

New guidelines, new attitudes. Family planning programs help 
clients use OCs more successfully when they update guidelines 
and procedures to reflect new scientific understanding about OCs. 
Unnecessary legal, medical, or other institutional barriers some- 
times impede pill use. Such barriers include baseless eligibility 
restrictions, unnecessary screening procedures, and legal, 
programmatic, and provider bias against certain family planning 
methods or groups of clients. By adopting guidelines, pro- 
cedures, and attitudes that respond, first and foremost, to 
clients' needs and wishes, family planning programs can help 
pill users find more satisfaction and more value in their con- 
traceptive method. 

Improving access. Making it easier to obtain OCs helps women 
use them correctly without interruption. Ensuring regular sup- 
plies, making pills affordable, and offering them conveniently 
all are important. Without good access, women may discon- 
tinue, take pills inconsistently, or switch to less effective meth- 
ods. Convenient clinics, community-based distribution, social 
marketing, links with other health services, and good supply 
chains can make it easier for women to use the pill. 
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u s i n ,  ord 1 Contracepfii;es 
Oral contraceptives (OCs) are an effective family planning 
method that over 100 million women around the world are 
using. Many more have used OCs at some time in their lives. 
(See Population Reports, Oral Contraceptives: An Update, 
Series A, No. 9, Spring 2000.) 

Particularly because so many couples rely on the pill, ensur- 
ing its effective use i s  important to fulfilling people'srepb 
ductive goals. OCs are unique among contraceptives in that 
their full effectiveness requires the user's daily action. No 
other method rewires the user to act on a daily basis, even 
when no sexual contact takes place. 

When taken consistently and cor- 
rectly, OCs are one of the most 
effective methods. In actual use, 
however, OCs are not as effective at 
preventing pregnancy as they could 
be. If family planning programs and 
health care providers paid greater 
attention to helping women use the 
pill, the actual effectiveness of OCs 
could improve substantially. 

Strategies to improve pill use in- 
clude giving women complete and 
easily understood information, pro- 
viding individual counseling, and 
offering frequent follow-up mes- 
sages to remind women about ef- 
fective p i l l  use. Mass media 
campaigns that inform people 
about family planning can foster 
social approval of it and educate 
people about available methods. 
Making pills accessible and remov- 
ing any unnecessary restrictions to 
their safe use also can help women 
use the pill more effectively. 

OC Pregnancy Rates 
The gap between perfect-use preg- 

pregnancy rate i s  estimated at five pregnancies per 1000 
women, or 0.5 per 100, in the first 12 months of use (223). 

Typical-use pregnancy rates for OCs* are generally much 
higher. National surveys in 21 countries found that typical- 
use pregnancy rates among OC users ranged from 1.7 preg- 
nancies per 100 women in Bangladesh to 10.5 per 100 
women in Bolivia in the first 12 months of use (see Figure 1). 
In the US the pregnancy rate among OC users in 1995 was 
6.9 per 100 women over 12 months (225). 

Longer-term users of OCs tend to be more effective users, 
possibly both because of experience and because less suc- 
cesSful users have become pregnant, discontinued use, or 
witched to a different method. In five of seven countries 
with data for 24 months of pill use, pregnancy rates were 
lower in the second year than in the first year (4,225). Over 
two years, rates ranged from 4.5 pregnancies per 100 OC . 

In Bangladesh and around the world, millions of  
women rely on OCs. Among methods, only OCs 
requires a user's daily action to be fully effective. 

nancy rates and typical-use preg- 
nancy rates among OC users suggests that many women do 
not use OCs effectively. Perfect-use pregnancy rates reflect 
only the inherent technical failure of a method i f  it is used 
perfectly-both consistently. and correctly--and i f  users do 
not stop using it for any reason. In contrast, typical-use 
pregnancy rates reflect how often pregnancy occurs as the 
method is commonly used in a population (223). 

For combined OCs, which contain both progestin and estro- 
gen, the perfect-use pregnancy rate is estimated at just one 
pregnancy per 1,000 women, or 0.1 per 100, in the first 12 
months of use. For the progestin-only pill, the perfect-use 

'Unless noted otherwise, the term "OCs" as used in this report 
indicates combined oral contraceptives. Most studies of typical use, 
however, do not specify whether rates are for progestin-only pills, 
combined OCs, or both. Since most pill users take combined OCs, it 
can be assumedthat these data largely reflect rates for combinedpills. 
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users in Thailand to 16.5 pregnan- 
cies per 100 OC users in Egypt (4). 

While some typical one-year 
pregnancy rates may seem mod- 
est. even low levels of contracers- 
tive failure each year can meAn 
that over the long term many 
women wi l l  have unintended 
pregnancies. If the pregnancy rate 
for the pill is 6% per year among a 
group of pill users, for example, 
nearly half would experience un- 
intended pregnancy within 10 years 
(1 84). Over 18% of users would 
become pregnant after 10 years at 
a 2% pregnancy rate per year, 
while an annual pregnancy rate of 
1 0% would result in 65% of users 
experiencing unintended preg- 
nancy over 10 years. 

Based on estimates of worldwide 
pill use for 2000, in one year at least 
2 million women become pregnant 
unintentionally because they do not 
take the pill effectively (see box, p. 
8). If even just 1 more woman in 
every 10 used OCs effectively, there 
would be 200,000 fewer unin- 
tended pregnancies. 

As typically used, the pill i s  less 
effective in preventinn prennancv 

than such other reversible methods a's intraute:;le duevice; 
(IUDs) and injectables. Yet, if used perfectly, the pill would 
be among the most effective methods-slightly more effec- 
tive than the copper T IUD, progestin-only injectable con- 
traceptives, and female sterilization. In fact, only Norplant 
implants have an expected perfect-use failure rate lower 
than that of combined OCs (223). 

Common Problems with 
Using the Pill 

Many individual and social factors can interfere with 
women's correct and consistent use of OCs: fear of health 
risks, cost, side effects, lack of confidence in the effective- 
ness of the method, and social disapproval of OCs or of 
family planning itself (1 66). Lack of knowledge about how 



Figure 1. Typical-Use Pregnancy Rates Among First-Year 
Pill Users, 21 Surveyed Countries, 1 986-1 995 

Country and Date of Survey 

Sources: Ah, 1995 (4); Entmlu, 1996 (50); hrhonah, 1996 (58); Melidn, 1994 (133); Mitra, 1996 
(139); Moreno, 1991 (1 4 1); OrdorSeI C6mez, 1994 (1 49); Pad&, 1994 (152); Perez, 1996 
(153); Polanco, 1994 (159); Sambisa, 1996 (1861; Tr~s~ell. 1999 12251. R w  

sti l l  have a lower overall ri& of 
presnacpy than women.who use 
titi 'sont're&ptiorr.:atd, 'In a YS 
#udy ml y 13% 'd piU users .mk 
thii'w brktly ' (w4r a period 
of 6 ro 12 months. Neverrheless, 
the pill users overall experienced 
only one-third the rateof pregnancy 
that occurred among women who 
had obtained pills but did not use 
them at all (1 48). 

Women can benefit from instruc- 
tions on how to make up missed 
pills. Women who miss one pill 
should take the missed pill as soon 
as they remember. Women miss- 
ing two or more pills can protect 
themselves from pregnancy by 
following new missed pill guide- 
lines (see box, p. 6). 

Few studies have looked at what 
corrective action women take 
when they misspills. A 1997 study 
of 103 US women's pill-use habits 
over three cycles found that 52% 
did not miss more than one pill. 

to use the pill and how to manage lapses in pill-taking also Among women missing more than one pill, some 1'8% 
contributes to ineffective pill use. avoided intercourse for a week thereafter, while 3% used a 

Pi1 I-taking mistakes are not unique to OC users. Research on 
medication-taking habits for a number of illnesses--from 
epilepsy to asthma-indicates that 10% to 20% of patients 
have trouble taking correct closes, whether they underuse, 
ovwuse, or use h l r  rndlcations inconsistently (1 46). 

Commcwpr0blem$withOC use includemissingpills, taking 
"rests" from pill use, runnlng out of pills, incorrectly switch- 
ing from one pill packet to the next and so extending the 
amount of time without taking hormonal tablets, and taking 
pills out of sequence. Family planning programscan address 
many of these problems. 

Missing pills. Many women may miss a few pills in a packet 
and not take corrective action. Sometimes women s im~lv  , , 
forget to take a pill now and then. Some women may miss a 
few pills because their supply runs out or because they leave 
their pills at home when they travel. Women may skip pills 
because they are experiencing side effects, such as nausea 
or spotting, and think-mistakenly-that skipping a few pills 
will reduce these side effects. 

Missing a pill now and then seldom leads to pregnancy (see 
box, p. 5). Frequently missing a number of pills, however, 
increases a woman's chances of becoming pregnant. Fur- 
thermore, missing pills in each pack without becoming 
pregnant can be self-reinforcing. Some women who miss 
pills may begin to think that their irregular pill-taking pattern 
is good enough to avoid pregnancy and thus continue taking 
the pill haphazardly (1 29, 165). 

Eventually, some w n m  wil l  Ime &Is gamble. A study in 
Western Europ, for eyaqq~k, fqmd that women who usu- 
ally missed one or m&e plllitmm each packet were nearly 
three times more likely to become pregnant than women 
who reported not missing any pills (1 82). 

Although missing pills increases a woman's risk of unin- 
tended pregnancy, women who donot use the pill perfectly 
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back-up method for seven days after missing pills. Either 
abstinence or a back-up method would be effective if kept 
up until a woman had taken hormonal pills for seven days 
straight. Some 27%, however, did not take any protective 
action after missing multiple pills (1 47). 

Taking "rests" from pill use. Sometimes women stop taking 
their pills temporarily. Some health care providers incor- 
rectly advise pill users that they need to give their bodies a 
"rest period" from the pill. For example, a 1993 study in 
Jamaica found that two-thirds of priv?te providers recom- 
mended a rest from pill use in order to "expelw chemicals 
from the body (80). 

Many women also believe that they need to give their bodies 
a rest from the pill. In an Egyptian study 1 3% of self-identified 
pill users who had no pills on hand when interviewed said 
that theywere resting from the pill hormones. Nearly 20% of 
women with pill packets at home at the time of interview 
reported not taking a pill in the last eight or more days 
because they were resting f r m  the method 11 291. In Austra- 
lia some 27% of OC users interviewed reported taking a rest 
from pill use at some time (237). 

Resting from the pill is a common practicearound theworld, 
and yet there is no scientific justification for it. There is no 
accumulation of hormones in the body when taking OCs 
(55,220). Nor are there any known health or fertility benefits 
to taking periodic rests. In contrast, the risks can be consid- 
erable. In one study 25% of women who took such rests from 
pill use became pregnant unintentionally (75). 

Making transition errors. Some pill usersdo not begin a new 
pill packet at the right time (94, 123, 16421 2). Making this 
kind of mistake-a transition error-is common. In Bangla- 
desh, for exaqple, although most worneh correctly an- 
swered quqestions'a_bout h ~ w  @P,.take.pillsil:nd how to make 
up for missed pills, ~ n l y  37% of rural wen and 24% of usban 
users knew when to begin their next 28-day packet (1 23). 

POPULATION REPORTS 



The 28-day pill packets allow users to take a pill every day, 
rather than having to count seven pill-free days before starting 
a new 21-day packet. It would seem that taking a pill every 
day would be easier to remember than counting days between 
cycles. Nevertheless, a study in Egypt found that users of 21 - 
and 28-day packets made transition errors equally often (94). 

Some women incorrectly wait for a withdrawal bleed, which 
they perceive as menstruation, before starting the next pill 
packet. In Bangladesh, for example, 47% of rural woman 
and 59% of urban women surveyed said that they waited for 
evidence of menstruation between pill packets (1 23). 
Women with misperceptions about the pill-in particular, 
the incorrect idea that OCs can cause infertility (1, 150)- 
may wait for what they think i s  a menstrual period as 
evidence that the pill has not affected their ability to have 

children (1 00). This misperception can extend the intervai 
between pill packets. The correct practice is to start the next 
cycle of pills on schedule-no later than seven days after the 
last hormonal tablet-regardless of when withdrawal bleed- 
ing does or does not occur. 

Taking pills out of sequence. Some women do not take their 
pills in the correct order. Rather than follow the arrows on 
the packet that indicate which pill to take next, some women 
take pills in random order or follow the rows in a different 
direction. A study in Egypt found that 24% of women who 
could show the interviewer their pill packets had taken pills 
out of sequence, while in Indonesia 5% had made this 
mistake (94). With 28-pill packets, taking pills out of se- 
quence can result in taking placebo pills at the wrong time 
in the pill cycle, increasing the risk of pregnancy. 

Missed Pills and Pregnancy: When Are Women Most at Risk? 
Recent studies have come closer to understanding when 
the risk of pregnancy is greatest for women who miss 
pills: Extending the hormonefree interval most increases 
a woman's risk of breakthrou#h ovulation [122,140.233]. 
This can happen if a woman misses pills in the third week 
immediately More the sovenday hoomone-free period a 
if she s tam the next pack law. Women's normal pre-wula- 
lay hormonal funct.ionsresume during the seven days of 
not taking hormonal pills. Follicles begin to develop on 
the ovary--the p r ~ u r s a  to ovulalion 

Watchers  have rcmwcd d i f k n t  n u m b  of pills at 
different places in the pill pack in an effort to identify how 
many days withoM hormonal pills it takes for women to 
ovulate. Some pack& had two, three. or four hormonal 
pills removed from the thud week. Othm had hormonal 
pills removed at the skut of the packet: days 1 4 . 3 6  or 6-9. 

l b s e  studies involved various low-dose famuiations, 
both multiphasic and rnonophasic, Including those with 
one d the IOWW available doses of ethinyl tsiradld, 
20pg. White results varied-from no owkition to avula- 
tion in 10% of w m t n  in one srvdy-in every study 
women developed ovarian hllicles (48,112, 121, 122, 
127.140,2M, 2 14). 

A review of the findings from these studies, coupled with 
observations about pill-taking and pill failwe, suggst 
wvmd conclusions: 
m Some women am Mologically more likely to become 

prcgnant than others. Those women quickly achieve 
normal hormonal lavels during the hamone-free inter- 
val, making missing only a very few pills an tirher side 
of the hormonofree interval extremely risky (1 118). 14 
fact, variation in follicular development is so great among 
wooleu that some rtdearchus feel that individual body 
chemistry can k a greater risk factor for pregnancy 
than missinga spsclflo number of pills 11 IZ,118,21P]. 

Whib women do m u m e  normal pceowlamy hmm- 
nrl tirncBon during tha seven-day hormone-free intend, 
this does not compromise the effectiveness of the pill. 

- 
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Hormonal levels have not been shown to rise lo those 
needed for ovulation. cervical mucus remains thick- 
ened, and the lininpr of the uterus remains h in  through- 
out these seven hormonefree days ( 1 12, 1 IS, 140,203). 

For most warnen. takimg seven hormonal pills in a row 
is enough to provide maximum contractptiva effective- 
ness, even immediately after the sevenday hormone 
free period (I 18). Studits looking at follicular 
dovelcqxnent among wanen missing pills found that the 
follicla regressed in h a  majority d women rfitr m e n  
days of taking hormonal pills { I  12,118, 140.203). 
Some women, however, may need more than seven 
pills to make the fof l ick on the ovary rtgrss and thus 
establish full contraceptive effectiveness (1 18). 

The evidence from these missed-pill studies has been used 
to revise guidelines for making up missed p i l k  Because 
women are at  greatest risk d pregnancy when they go 
more than sevea consecutive days without taking horm* 
nal pills, these guidelines focus on avoiding an ctxlended 
hormone-free interval [see box, p- 6). 

Shortening the HmnonaPree Interval 
Shorltning the hormdne-free Interval--that is, reducing 
the number of day9 a woman does not lake hormonal pills 
to less than seven--may help reduce the risk of break- 
through mMon it women miss pills immediately before 
or after the hormonefree interval (216,2521, Such a pill 
regimen, Miuessfl, was approved in hropa in March 
MOO and contains 24 harmonal pills and 4 nonhamcmal 
pills (252). Tbis is an ultra-low-dose pill. containing only 
IS p8 of ethhy l m a d l o l  and 60 ug of gestodcne. 

When compared with a 21 .day hormonal pill formulation 
with 20 ug of ethinyl estradiol and 150 pg of dcsogesttel, 
the 24-day homtlsl pill pack was just as effective in pre  
venting pregnancy (2-52). W o r n   sing Ibe 24-day hormo- 
nal pack had s h o a  and Hghw withdrawal bleeds and mmc 
breakthrough bleeding than women using the 21-thy hor- 
monal packets. Pewtr womcn disconkinued due to breast 
Lerrderaess or nausea with the 24-day formulation (232). 



New Guidance for Making Up Missed Pills 
The simple basic instruction for effective pill use is, of course: 
Take one pill each day. Beyond that, thinking in terms of seven 
days can help a woman avoid pill-taking errors and correct 
mistakes: For full protection, do not go more than seven 
days without taking hormonal pilk. 1f you miss two or more 
pills, keep taking hormonal pills for at least seven days 
straight to stay protected. A woman can apply this guidance 
to avoid the riskiest pill-taking error--extending the gap be- 
tween cycles-and to make up for missed pills. 
This guidance is based on observations that usually up to seven 
straight days of taking pills are needed to suppress a woman's 
hormonalcycle atthebeginningofapillpack(112,118.140,203). 
It also rec~gnizes that women are not at risk of pregnancy for the 
sevendays they are not taking hormonal pills at the end of the pack 
even though their bodies are producing the hormones that start the 
process of ovulation (1 12, 1 18, 140,2 19). 
Over the years a variety of rules 
have been proposed to help 
women make up missed pills, 
but no consensus developed. In 
October 2001. the World Health 
Organization gathered a scientific 
working group to make selected 
practice recommendations for 
contraceptive use. Based on a 
review of scientific evidence, 
the group developed guidance 

The following principals under- 
lie the guidance: 

It is important to take an ac- 
tive pill as soon as possible . 
when active pills are missed; 
If pills are missed, the risk of 
pregnancy depends on how 
many pills were missed and 

for making up missed pills. I 

when the pills were missed; , 

If pills are missed in the first I 
week of the pill pack (includ- 
ing starting a pack late) or if 
five or more pills are missed, 
a woman should abstain from 
intercourse or use a back-up 
method for the next seven 
days (260). 

Missing One Active Pill 
If a woman misses only one pill 
(days 1-21), she should take one 
as soon as she remembers hav- 

using a back-up method or abstinence for seven days will protect 
her from pregnancy until the pills are fully effective. Emergency 
contraception may also be appropriate (see diagram. B). 

Missing Two to Four Consecutive Active Pills 
h v s  1-7* She should take a pill as soon as she remembers and 
continue to take the rest of her pills as usual. one per day. She should 
also avoid sex or use a back-up method until she has taken pills for 
seven days straight (see diagram, B). Emergency contraception 
may be appropriate. 
D a y  8 44. She should take a pill as soon as she remembers and 
than one each day as needed. Back-up methods or abstinence is 
not needed. 
pays 15-2L She should take one pill as soon as she remembers. 
She should continue ta take one pill each day, as usual, until she 
finishes all of the hormonal pilk in the pack. She then should stan 

I 
a new pack the very next day, 

What to do if you miss h e  or more pills without the usual seven-day 
wait. A women using 28-day 

Ererv time vou miss one or more active pills idavs 1-21k 1 

as soon as you 

Do no1 take last 7 
(inactive) pills in 28-pill 
pack. Da not wait 7 days 

pill packs should skip the l i t  
seven pills because these pills 

-> 
,Contain no hormones. She 
should start a new pack the 
next day after taking the last 
hormonal pill (see diagram. B). 

Missing Five or 
More Active Pills 
If a woman misses five or more 
active pills at any time (days 
1-21), she should follow the 
rule for missing two to four 
pills in days 15-21, above. 
Emergency contraception may 
also be appropriate. 

Missing Inactive Pills 
(28-day 'pill packs ody) 
A woman missing anv of the .., . 

to start next 2 I -pill pack seven, inactive pills in a 
pill pack can throw the 

issed  ills awav. She can 
continue taking tho remaining 
pills on schedule, being sure 
not to go more than seven days 
between taking hormonal pills 
(see diagram, C). 

Providers Play a Key Role 
- Providers play a key role in 
I helping wbnien su&essfully 

ing missed one. This may mean 
taking two pills on the same day. She can continue taking the 
remaining pills as usual, one per day (see diagram, A). 

In the special cases below, a woman begins correcting the error 
by resuming pill-taking as she would after missing just one pill 
(see diagram, A). She ALSO follows one of these special rules: 

Starting a New Pill Pack Two or More Days Late 
Starting a new pill pack late is the most serious mistake a pill user 
can make: Going more than seven days with no hormonal pills 
may allow ovulation to occur. If a woman starts a pill pack two or 
more days late, she should take a pill as soon as she remembers 
having missed one and continue to take them, one each day. Also 

avoid pregnancy when they miss pills:  nitr ructions on making up 
missed pills are usually the most difficult instructions for provid- 
ers and pill users to remember. Instructions must be detailed 
enough to prevent unintended pregnancy but simple enough to 
remember and follow. 

In order for pill users to understand the principle behind the missed 
pill rules, providers must explain to women haw pills work, and 
that for seven days every month they are not taking active pills. 
This is especially important for 28-day users to remember. Good 
counseling can help. Telling women that the pill puts their ovaries 
to sleep and that missing pills can wake their ovaries up is a good 
way of explaining it in understandable terms. - 

6 POPU'.ATION REPORTS 



I 

Who Uses Pills Incorrectly? 
Any woman, regardless of her education, literacy, or socio- 
economic status, can misunderstand or forget pill instruc- 
tions. The mix of factors that influence how women take the 
pill varies considerably within and among countries (86,94). 

Level of education, household income, and other social 
factors can strongly predict effective pill use in one country 
but not in another (33,94,123,139). In Egypt, for example, a 
study observed that inability to read was a good predictor of 
improper pill use. In Botswana and Zimbabwe, however, the 
same study could not identify any set of indicators that consis- 
tently identified women who use the pill incorrectly (94). 

Some studies have found that younger women-adoles- 
cents, in particular-are less likely than older users to take 

England 17% of abortion-seekers were using the pill when 
they became pregnant (1 73). In Australia a survey of over 
2,000 women who had abortions in 1992 found that 14% 
were using the pill when they conceived (235). Where 
abortion is unsafe, its consequences include nearly 80,000 
maternal deaths annually and hundreds of thousands of 
disabilities. In fact, in some countries complications of un- 
safe abortion causes more maternal deaths than any other 
single factor (243). More effective pill use can avert much 
morbidity and mortality among women of reproductive age. 

1 t i n u a t i 0 3  
Switching 

When taking your first pill: 
a. Press the start/stop 

button for 3 seconds 
b. Card beeps and is 

activated; 
c. When your next pill is 

due, the card will remind 
you with beeping sounds; 

d. Take the next pill and 
stop the sound by pres- 
sing the startlstop button. 

STOP 
tD @ a t  

START 

the pill correctly (89.94.163). other studies, however, have Women stop using the pill for various reasons. some want to 
no consistent association between age and proper become pregnant. Others no longer need contraception. Still 

OC use. Age acts as a surrogate for other that others may shift to another method that better meets their 
influence pill use, such as education, motivation, side ef- changing family planning needs. Many however, 
fectsl and the clientts perception the quality the stop using the pill but do not switch to another method at 
provider-client interaction (1 78, 182). once even though they remain sexually active and do not 
Motivation to avoid pregnancy is important to effective pill want to become pregnant. Some of these women remain 
use. Women who are sure that they do not want any more unprotected for months, and a great many of them become 
children typically are more effective pill users than women pregnant (see box, p. 8). 
who do not currently desire pregnancy If the percentage of women who 
but who want more children in the stopped pill use without switching to 
future. In the Philippines, for example, another method while still in need of 
older women, women with many chil- contraception was reduced by one 
dren, and women using contraception percentage point, 620,000 unintended 
to limit rather than space births had the pregnancies could be avoided each 
lowest rates of pregnancy among all year. 
pill users (1 53). 

rn H 

Consequences of Pill Failure Continuation 
Pill failures can pose adverse conse- Continuation rates measure the number 

quences for women's health and for of contraceptive users, per 100 initial 

societies and economies. Unplanned users, who are still using the same 

pregnancies and unwanted childbear- method a given length of time after they 

ing can impose heavy economic bur- started, usually in 12 month incre- 

dens on women and their families and ments. In general, continuation rates for 

foreclose opportunities (1 32). Compli- pills-and for injectables and con- 

cations associated with pregnancy, dams-are lower than for IUDs and 

childbirth, and unsafe abortion are implants. A user can easily stop using 

among the leading causes of death and 
disability among women of reproduc- 
tive age in developing countries (1 44, 
21 1 ). Pregnancy-related injuries in- 
clude infertility, impaired mobility, se- 
vere anemia and chronic weakness, 
pelvic pain, uterine rupture, and fistula 
(53, 229). 

For many women throughout the 
world, effectively using family plan- 
ning can save not only their own lives 
but also their children's. The one mil- 

pills, injectables, or condoms on her 
own, but she usually must seek out a 
health care provider to have an IUD or 
implants removed. 

Oral contraceptive continuation rates 
differ greatly among countries and pro- 
grams. In 8 of 10 countries with avail- 
able survey data, about two-thirds or 
fewer pill users continued OC use for 12 

- months or more, and half or fewer con- 
tinued to use the pill for at least two years 

Q (see Figure 3). By comparison, in 7 of 9 
lion or more children who are left a manufacturer of oral countries with comparable data, two- 
motherless each year due to maternal thirds or more of IUD users continued contrace~tivesl has produceda card 

using the IUD after two years (4, 58, mortality are lo limes likely thathelpsawomanremembertotake 139, 53, 225). 
to die within two years than children a pilleach day- The activates 
who live with both parents (229). the card when she takes the first pill Family planning programs often can 
Some women who become pregnant in apack. Then the card beeps at the help more women achieve their repro- 
while taking the pill have abortions. In same time each day forthree months. ductive intentions if they focus on serv- 
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Most Pill Usersy Pregnancies Occur When 
They Quit but Do Not SwitcL 
Based on an estimate for the US by Michael 
Rosenberg and colleagues ( I  8 I ) ,  an esti- 
mated 10 million of the world's 106 million 
OC users wil l become pregnant in a one- 
year period (see Figure 2, below). Pregnancy 
during pill use, however-whether due to 
incorrect or inconsistent use or to technical 
failure-accounts for only about one such 
pregnancy in every five. 

The other 80% of pregnancies in 12 months 
after starting OC use will occur among the 
one-third of women who discontinue pil l 
use. I n  particular. 68% of unintended preg- 
nancies will occur among the 12% who 
discontinue pill use and do not switch to 
another method. (Another I 1 % af pill users 
will not need another method 0rk.i thystop 
using the pill;+ at no h g c r  k u n d .  want 
to becdmt pregnaot,.ay not having her-  
course, or bvt'ilready bdc'bme prcgnam 
About 5% will adopt a less cffaive family 
planning method afia dkwminiilrig lh 

pill, and about 7% will switch to a more 
effective method.) 

Among women who discontinue OCs and do 
not adopt another method within 12 months 
despite continuing need, over half-nearly 7 

illion women-will become pregnant. This 
estimate is based on a study of Ghanaian pill 
users, which found that 53% of pil l discon- 
tinuers became pregnant .a1 
months (227). 

Figure 2. Estimated Number of Pregnancies 
Among Pill Users Worldwide in 12 Months 

59.6 million 10.5 million 

1.3 million 
pregnancies pre nancies 

women women 
X 

) T G G z l l ~ ~ l  53% preg. rate 

re nancies pregnancies pre nancies 

I 
Total 70 million pregnancies - 

-Among more effective pill usen - 13% 
#--Amonn less effective pill usen - 8% 

Among those who switch to more 
effective methods - < .l% 

Amon those who switch to 
less effective methods - 11% 
Among those who stop using OCs and 
do nor adopt another method - 68% 

Methodology based on US estimate by Rosenberg, 1995 (181) 
Data source: Demographic & Health Surveys 

Short-term versus long-term 
use. Some women use OCs 
for only a short time-an av- 
erage of four to six months 
(62,177). Short-term users are 
most likely to discontinue be- 
cause of side effects such as 
nausea, breakthrough bleed- 
ing, spotting, weight gain, 
and breast tenderness (1 24, 
139, 180,182,192,193,227). 

Although a substantial group 
of OC users quit within a few 
months, many other women 
are long-term OC users. Data 
that include short-term as 
well as long-term users dem- 
onstrate that many women 
rely on the pill for the long 
term. For example, in the mid- 
1990s median duration of pill 
use was 18 months in the Phil- 
ippines (1 53) and 27 months 
in Indonesia (58). In Zim- 
babwe, where most family 
planning usersrely on the pill, 
the median length of OC use 
was 28 months71 86). A 1995 
Canadian survey found that 
the average length of pill use 
was seven years, and that, 
among pill users over age 35, 
nearly 70% had used the pill 
for more than 10 years (1 7). 

Side Effects 
Side effects are often the sin- 
gle greatest reason that 
women stop using the pill af- 
ter only a short time. In Bang- 
ladesh, for example, of the 
45% of pill userswhodiscon- 
tinued within a vear, half dis- 
continued becsuse of side 
effects. Far fewer discon- 
t i n u e r ~ n l y  16%-stopped 
to become pregnant. Rea- 
sons such as husband's dis- 
approval, availability, cost, 
desire for a more effective 
method. convenience. and 
health concerns aboit the 
pill accounted for 13°/0 of pill 
discontinuation (1 39). Simi- 
larly, side effects were the 
reason that over half of the 
women gave for discontinu- 

ing women already using a method rather than only on ing pill use in Ecuador, Egypt, and ~ u n i i a  after one and two 
attracting new users (1 02). As contraceptive use becomes years of use (4, 139,153, 186) (see Table 1). 

continuing users Inconsistent pill use. How consistently women take the pill 
potential new users. For example, in the US, only an esti- can affect the incidenceof sideeffects. Missing pills or taking 
mated one-fifth of nearly 19 million pill users in one year had pills late can increase the occurrence of nausea, vomiting, 
started the pill that year (1 81). spotting, and breakthrough bleeding (37, 124, 163, 179). 
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In fact, using the pill inconsistently can create a 
self-defeating sequence of events. For example, a 
woman misses a pill, causing spotting or break- 
through bleeding. She may take two pills the next 
day to make up for the missed pill, but this brings 
on nausea and perhaps vomiting. Because of these 
problems, she skips more pills-mistakenly think- 
ing the break will alleviate her side effects-and 
so experiences more side effects. This chain of events 
can soon lead her to stop pill use altogether. 

Many women discontinue the pill because they 
were not informed when they started that it can 
cause side effects (1 80, 235). When side effects are 
unexpected, they can be frightening. Telling pill 
users ahead of time about the possible common 
side effects and how inconsistent use can aggravate 
side effects are among the most important messages 
about pill use that providers can convey (see p. 13). 

Breakthrough bleeding and spotting. For many 
women pill use makes periods more regular and 
reduces blood loss. Breakthrough bleeding and 
s~otting, however, occur in some users and affect 
p'ill us< particularly when women do not understand why 
they are bleeding. Somewomen mistakenly think that irregu- 

Table 1. Oral Contraceptive 
Discontinuation Rates, 1987-1994 

% of All Pill Users Discontinuing and 
% Discontinuing Due to Side Effects, 

As Calculated from Findings of National Surveys 
After One Year After Two Years 

Ref. All Side A 11 Side 
Country & Year No. Reasons Effects Reasons Effect! 

.............. Bangladesh 1993-94 139 45 2 3 61 - 
Ecuador 1987-88 ................... 4 3 7 19* 5 5 30* 
Egypt 1987-88 ....................... 4 3 7 19* 5 9 31 * 
Indonesia 1994 ...................... 58 33 6 4 7 - 
Morocco 1987-88 .................. 4 35 14* 54 23* 

..................... Philippines 1993 153 39 13 5 6 - 
Thailand 1987-88 ................... 4 36 6* 50  9* 

..................... Tunisia 1987-88 4 41 23* 59 36* 
Zimbabwe 1994 ..................... 186 15 2 43  - 
* Discontinuing due to health concerns including side effects. Population Repori! 

larbleeding indicates a serious health problem, such as 
cancer (88, 166)) and so they may stop taking the pill. 

Covert pil l users-that is, women using the pil l without 
their partners' knowledge-fear that breakthrough bleeding 
will reveal their contraceptive use to their partners and 
families. Changes in menstrual patterns, irregular bleeding, 

T and amenorrhea are a primary concern and often the main 
reason for discontinuation among covert pill users (22). 
Islamic women, for example, cannot pray while menstruat- 
ing. Not attending prayers for weeks at a time could alert 
husbands and members of the extended family to covert 
contraceptive use (22). 

In cultures where women's 
activities are restricted dur- 
ing menstruation, break- 
through bleeding amounts 
to far more than dealing 
wi th an unpleasant or 
frightening side effect. 
Women's participation in 
food preparation, religious 
rituals, community events, 
school attendance-in 
general, their mobility-is 
severely constrained while 
they are menstruating (1 3, 
134). For example, some 
women in lndia cannot 
touch their children during 
menstruation, while others 
are forced to sleep away 
from their families (77). 
Prolonged or frequent - bleeding episodes that 
limit women's everyday 
activities can contribute 
considerably to discon- 
tinuation of OC use. 
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The Contraceptive Coverage Gap - 

Some women who want to avoid pregnancy face a gap in 
contraceptive coverage because they stop using the pill but 
do not adopt another family planning method (36,168,180).  
For example, in India during a year-long study, one-fourth of 
women who reported discontinuing OCs for reasons other 
than wanting a child did not adopt another method (65). In 
Bangladesh, among women who stopped using the pill 
within an 18-month period for any reason other than desiring 
pregnancy, half did not adopt another method (1  23). Among 
women in the Philippines whodiscontinued pill use and still 
needed contraception, 68% did not adopt a new method 

Figure 3. One- and Two-Year Oral Contraceptive 
Continuation Rates, Selected Countries, 1 987-1 995 
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Perez; 1996 (153); Sambisa, 1996 (1  86); Tiussell, 1999 1225) Population Reports 



W o u  Pilplan, yon grenn 

In Haiti a billboard advertises pilplan, a social marketing brand of OCs. Many people obtain infor- 
tion about OCs from the mass media. The more women know about the pill, the better they 
are able to use it. Accurate knowledge is the key to making good reproductive health choices. 

within one year (1 53). In Zimbabwe nearly three-fourths of 
such discontinuers were left without protection against preg- 
nancy for over a year (1 86). In the US a 1995 survey found 
that 20% of pill discontinuers had not adopted another 
contraceptive method one year after they had stopped taking 
the pill (225). 

This gap in contraceptive coverage leads to many pregnan- 
cies, since women quickly regain their fertility after discon- 
tinuing pill use. In Ghana, for example, 53% of women who 
stopped coming to a health facility for OCs became pregnant 
within four months. Of the women who waited more than 
four months to return, 75% became pregnant. Nearly 40% 
reported these pregnancies as unintended (227). 

I 

Switching Methods 
While switching from one family planning method to an- 
other i s  every person's right, it should be exercised with full 
knowledge, because women who switch from the pill to 
another family planning method can increase their risk of 
unintended pregnancy (36, 168, 180). An analysis of use 
patterns among a group of US pill users over one year, 
extrapolated to all US pill users, attributed 194,000 unin- 
tended pregnancies to about 1.7 million women switching 
from OCs to a less effective method, including condoms, 
diaphragms, spermicide, other barrier methods, withdrawal, 
and periodic abstinence (1 81 1. 
Amongwomen in the Philippines who stopped using the pill, 
one-fourth switched to a traditional family planning method, 
yet none of these women wanted another pregnancy (1 53). 
Similarly, in Bangladesh 1 2% of pill users switching methods 
or discontinuing use changed to a traditional method (1 39). 

Women who switch from OCs to long-term or permanent 
methods, of course, experience far fewer unintended preg- 
nancies than women who switch to less effective methods. 

10 

For example, of nearly 
880,000 pill users in the US 
estimated to switch from the 
pill to an IUD or sterilization, 
about 1 1,000 would experi- 
ence unintended preg- 
nancy (1 81 ). 

Pill users often switch to the 
IUD, implants, or steriliza- 
tion once they have had all 
the children they want. In 
Finland, for example, the pill 
is  the most common method 
used by women who have no 
children. The IUD is used al- 
most exclusively by women 
who have had at least one 
child, while sterilization be- 
comes more common among 
contraceptive users as they 
have more children (1 17). In 
Sri Lanka more than twice as 
many pill users over 30 years 
old switched from the pill to 
sterilization than did women 
under age 30 (1 09). 

Manv women who s t o ~  us- , - -  

ing the pill choose thk pill 
again later. In Ghana, among women who had discontinued 
pill use and later returned to the same health facility to use 
family planning again, half chose the pill again (227). In Peru 
some 30% of women who stopped using the pill of their own 
accord started using it again within a year (1 19). A study in 
the US found that, one month after stopping pill use, 65% of 
women began using contraception again. Of these, over 
one-fifth were again using the pill. One year after discontinu- 
ing use, 80% had resumed contraception, and again one- 
fifth were taking the pill (225). 

HO w Mass Media 
L Can He/' 
The more women know about the pill, the better they are 
able to use it. In a studv of British 'universitv students. for 
example, women with &od general knowledge about ocs 
were less likely to forget a pill for up to 12 hours than women 
who had less knowledge about OCs (231). In the Nether- 
lands women who received detailed information about the 
pill used OCs more effectively at first and had more positive 
opinions of its medical benefits than other women (40). 

Conversely, receiving less information and counseling about 
the pill results in poorer pill use. In a European study of over 
6,500 current and past OC users, those who said they did not 
receive enough information about the pill nor enough help 
from their providers were one and one-half times more likely 
to miss one or more pills per cycle than women who felt they 
received adequate information and counseling (1 82). 

Accurate knowledge is the key to making good decisions 
about one's reproductive health. Studies show that many 
women are able to make decisions as well as their providers 
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do, as long as they are given and understand the necessary 
information (29, 250). 

While counseling is valuable, a single counseling session 
with a family planning provider usually cannot cover all of 
the information that a person needs to make an informed 
choice among family planning methods. Nor should coun- 
selors and other front-line health care providers have to bear 
all the responsibility for seeing that clients are fully informed. 

One way to inform pill users, potential users, and their 
partners about family planning i s  through the mass media, 
including radio, TV, video, and newspapers (157). Mass 
media bring family planning to people's attention even 
before they meet a provider and often start the decision-mak- 
ing process that leads people to seek family planning serv- 
ices (1 58). Because the mass media also reach continuing 
family planning users, they can provide important reminders 
about pill use. 

In many developing countries the mass media have been a 
key way to disseminate information about family planning 
and to improve reproductive health behavior (156). The 
mass media reach many different groups, influencing family 
planning use among the married and unmarried, the literateand 
nonliterate, and men as well as women (238). 

People obtain much of their information about the pill from 
the mass media, even though the information is not neces- 
sarily designed to aid contraceptive choice and use. In 
Nigeria, for example, among 500 female university students 
surveyed, 40% received information about the pill from 
newspapers or magazines, 28% from television, and 26% 
from radio. Some 44% reported getting pill information from 

p their peers, 42% from providers, and 30% from nurses (I). 
Typically, however, information in the mass media i s  not 
detailed enough to help people choose a specific family 
planning method and use it effectively. 

Because the mass media reach large and diverse audiences, 
family planning programs can use the media to improve the 
use of OCs and other contraceptive methods. In Nepal, for 
example, the Ministry of Health has used mass media to 
educate radio listeners about different contraceptives and 
their use. The radio drama, Cut Your Coat According to Your 
Cloth, airs four times a week and has been broadcast since 
1995. This program gives detailed information on how OCs 
and other methods work, their advantages and disadvan- 
tages, and their proper use (1 04, 105). 

The mass media can reach family planning providers as 
well as the public. Providers can keep up to date with 
advances in family planning through mass media distance 
education courses. In Nepal a weekly distance education 
course for health workers, Service Brings Reward, comple- 
ments the radio drama for family planning users and has 
helped to improve the quality of provider-client interaction 
(1 04, 106, 21 4). 

How pills prevent pregnancy, 
Who are good candidates for pill use, 
Cancer prevention benefits of the pill, 
The need to take the pill every day at the same time, 
Howtomakeupamissedpill, 
Common side effects, and 
Where to get pills. 

The program advises interested listeners to see a health 
worker for further information and counseling (105). The 
drama has a strong positive effect on listeners' perceptions 
of and behavior toward family planning (21 4). 

The pill is not the best method for everyone. The mass media 
need to inform people about the existing range of contracep- 
tive choices. The more family planning options available-- 
and the better the range of choices is known-the better each 
person can find the method she or he can use with satisfac- 
tion. The result will be that every contraceptive method, OCs 
included, will be used more effectively. 

Communicating Well 
In reaching out to pill users, family planning programs, 
providers, and the mass media face the challenge of commu- 

P nicating information in ways that are accurate, effective, easy Actors in Nepalprepare to record the radio drama "Cut Your Coat 
to remember, and easy to act on. In the Nepal drama, for Accordingto Your Cloth." Theprogram, which airs four timesa week, 
example, messages are woven into an entertaining story line gives information about OCs, including advantages, side effects 
about the lives of characters. In one 15-minute episode on and correct use. Messages about contraception are most effective 
the pill, listeners could learn: when they provide accurate information in appealing formats. 
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$ involvement and suppat %dies dtmo&att that &en partners 
$ picipabe in the relaericm and use of O Q  w o r n  usc O C s  
d longer, manage s ide  effects bW, and even WG pills ~ W B  

+! effeclively, For example, in a study of 10 clinlcs in Ouatcmala, 
Tbjl Hong Kong, Jordan, Kenya, Nepal, and Trinidad and Tobago, 
5 women used the pill longer wbcn I1 was their fist cbdce and their 

parhers a@ hat they should prattle bmity ptanning (%I. 
6; 
2 $imihdy, in ~ r n l  Bangladesh women whose husbals p&l- 
b .> pated in sclecling QCa used them longer than women whose 
2 husbande were not involved in sdeethg a famijy planniq  
4 method. Tbese women also reported lower rates of disoon~inu- 

ation due to common s k k  effects. ~tsearchaa report that 
. , husbands helped by urdrrg: theit wives to &in more informa- 

tiwr or oounscllng fmrn I prwlder about how 50 manageside 
Discassing her ride effects with her parrner cm relieve 

anxiety, Such discussion also prpmoles switchim# b a d i f f m ~  
mahod when appropriate (170). 

Whea men help in selecting a conmrwcptiva method, lhey m 
more likely to & invohd in its meet use, A Chi- study 

I looked at the effect of partnct invtilvement an contraceptive 
ose-effmtikness. 7he pMgnancy rate for users of ternpsry 

k methods was bwer ambag wmen who rtteoded oontracep~ 
coun&4ing whh rhair husbands hsn among viorncn who 
c h i n a d  a method on their own (232). I 

Family planning progtnrnscad maoh men In a variety of waye. 
espaciall~ at places wbm men galher-fw emmpk at sport- 
ingercnts and Qbmmuniry mee6ng11-a~ well as thmugh'mass-. 
media: messq& (46). Pill user r n w r p i n  the masmedia .can 
speak diredyto men and rheh psrtkipatibr in betlet reproduo 
tive health, inchdiag telling than bow they .can help their 
QarhCIY use the pill effcctivcly. (Fee Popubdon RcprtS 
New Perspecfives on Mm'a Partlcip#ion. Series 1; No. 46. 
Octcrbcr 1998.) 

Repeat to reinforce. Repeating a message reinforces it. In a 
study in the Netherlands, even new pill users who at first had 
the best use practices began missing more pills by their third 
pill cycle. These women said that they referred to their 
audiotaped pill use instructions far less by the third cycle 
than at first (40). Another study on consistent pill use found 
women missed more pills with each subsequent pack over 
three months (1 47). 

One implication of more pills being missed over time is that 
women may need repeated messages about effective pill use. 
Another is that, rather than depend solely on instructions that 
users must seek out, messages also need to reach people 
frequently and easily, as on radio and TV. 

The mass media can reinforce messages on effective use in 
a variety of ways to maintain interest. For example, a char- 
acter in a radio drama can be depicted taking her daily pill 
in response to a cue that reminds her. At the same time, short 
spots can remind listeners: "Have you taken your pill today?" 

Portraying the pill accurately. How the mass media portray 
OCs to the public-be it accurately or inaccurately- 
strongly affects women's perceptions and use of the pill. 
Negative portrayals in the news have caused widespread 
concerns over the safety of OCs and have contributed to 
irregular use and discontinuation (88, 235). 

For example, in the UK and other European countries the 
mass media gave extensive publicity to reports in the mid- 
1990s about some types of OCs and risks of cardiovascular 
disease-reports whose validity continues to be debated. 
The publicity created a pill scare. Many women switched to 
other OCs or stopped taking pills altogether. One provider 
of legal abortions in the UK reported that 6l0/0 of women 
seeking abortions said they had quit taking pills in mid-pack 
as a result of the media coverage (43, 76). In the months 
following, the number of unintended pregnancies and abor- 
tions increased substantially (9, 26, 27, 101, 171, 242). 

lnvolvingmen. In most of the world men have greater access 
to the mass media than women do, and so family planning 
messages in the mass media may reach men even more than 
women (238, 239). Often men greatly influence their part- 
ners' family planning behavior and can help them use the 
pill more effectively (see box at left). 

Counseling is important in helping women to use the pill 
effectively. Good counseling, as part of good care, improves 
OC use and encourages continuation (31, 178). In contrast, 
poor care discourages clients from continued use or return- 
ing to seek health care at all (1 16). Community-based dis- 
tributors, staff at health posts, pharmacists-anyone giving 
women pills and advising on their proper use-as well as 
community social networks can share information and offer 
support to pill users (see p. 20). 

Personal interaction between client and provider is the key 
to good counseling. To counsel women effectively, provid- 
ers themselves need to know a lot about the pill, to have 
good interpersonal communication skills, and to work in an 
environment that promotes good-quality interaction and 
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supports follow-up with clients. When family planning 
providers have the skills, resources, and support to be good 
counselors, clients make better informed decisions, use 
methods more effectively and longer, and make more appro- 
priate changes among methods. 

What I s  Good Counseling? 
Counseling i s  a partnership for good decision-making: The 
client knows best what her own family planning needs are, 
and the provider knows most about family planning, contra- 
ceptive methods, and other reproductive health issues (1 75). 
Exchange of information is key. The client explains her 
situation and needs, and the provider tailors responses to suit 
them (6, 38, 11 0, 143, 146, 175, 235). 

GATHER, a six-step process, can help service providers 
counsel family planning clients. The letters in the word 
GATHER stand for Greet-Ask-Tell-Help-Explain-Return. 
Each step of the GATHER process covers a different element 
of counseling and helps guide provider-client interaction. 
Following these steps helps clients to make informed deci- 
sions about their family planning options (1 75). GATHER 
has been translated into at least 10 languages and adopted 
by training programs around the world (1 03). (See Popula- 
tion Reports, GATHER Guide to Counseling, Series J, No. 
48, December 1998.) 

Counseling often can help the client both choose and use 
a method. Most clients already have a method in mind 
when they meet with a provider. In this case, the provider's 
responsibility is to make sure that the client's choice is 

, based on accurate understanding of the method and aware- 
ness of other options. The provider can help the client 
consider whether the method she prefers suits her own 
needs and situation. 

Since in some places OCs are better known than other 
methods-almost synonymous with family planning itself- 
counselors may need to check especially that clients who 
ask for OCs are aware of other options. Also, the provider 
needs to check whether the client has any medical condition 
that would rule out use of the client's preferred method (see 
checklist, p. 21). 

Once the client confirms her choice, the provider's respon- 
sibility i s  to help her use her method effectively and with 
satisfaction. If a woman chooses OCs, the provider discusses 
how to take the pill, what to do if one or more pills are 
missed, what to do if common side effects occur, when and 
how to use back-up methods, and what symptoms indicate 
a need to seek immediate care from a doctor or nurse. 

At the first meeting the provider needs to assure that the 
client's understanding of the pill is accurate (1 11, 235). It 
usually is difficult to correct misperceptions about a contra- 
ceptive method after the client has started using it (20). Thus 
the first meeting should convey key messages about effective 
pill use (see box at right). 

Women who receive good counseling are less likely to 
discontinue using the pill. In Colombia, for example, a study 
found that women who rated their health promoter "very 
effectiveN at communication were more likely than other 
women to continue using the pill (62). Other research shows 
that a client's perception of the quality of interaction with a 
provider is consistently among the most important factors in 
effective pill use (1 76). 
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Key Counseling Messages About the Pill 
All users d ICJ understand a lot about the pill. Some d the infar- 
matiou helps n client choose among methuds and need ooS be r e  
mtrnbcrd to take the pill effectively. Otha messages need to be 
remembered. This fist highlights some key lakehome mcsdaga. 

r The plll works lf you t.ke I t  correc8y, 
Iris  up to you to make pill use as effective as it can be. You 
musL rmmber 10 take a pin every day as long as there are 
pills in tho pill packet. 

Take acHvn If pms are missed, 
1 is important to make up missed pills, absdn from Later- 
course, or use a back-up mehod of contracaptian if you do 
 PO^ want to get pregnant. (See box, p 6.) 

Yomlng, diarrhea, and term nredlcrrtkm can make 
the p U  ks o(latlvo. doc box, p. 23.) 

r Et sure to start a new pin pcltsl on Urn. 
If yoll sun a new packet lak, use a back-up method or - 
abstain from intercourse until you have taken pills for seve  m' 
days straight. 

- m The pill does not prevent sexually trammi 

Addressing Common Side Effects 
Counseling pill users about possible side effects can improve 
OC use. Side effects cause more women to discontinue pill 
use than any other factor. Pill users who have realistic 
expectations are more likely to manage common side effects 
better and thus continue using the pill (38, 88, 180, 235). 

For example, in Bukidnon Province, the Philippines, women 
who were counseled about potential OC side effects and 
who rated their provider as friendly were less likely to stop 
using the pill than women who did not receive such coun- 
seling. Based on these findings, provider training in the 
Philippines now emphasizes friendly interaction and ex- 
plaining common side effects (1 91, 196). 



A health worker in Morocco counsels a woman, describing various family planning methods 
with the help ofa demonstration kit. Tailoring information to the needs of clients andpresenting 
information in different ways, including take-home print materials, encourages effective OC use. 

Despite such findings, other studies show that many OC 
clients know little about the possibility of side effects and 
how to manage them. Studies in 10 sub-Saharan African 
countries, for example, found that only 25% to 54O/0 of family 
planning users were informed about side effects during 
counseling. Even fewer received information on managing 
common side effects-from just 1 % in C6te d'lvoire to 42% 
in Burkina Faso, among the five countries with data (1 38). 

Explanations that women can understand help them con- 
tinue to use the pill until the side effects subside. A Nepal 
program puts side effects in a familiar context by comparing 
them to changes that occur during pregnancy: "Just as a 
woman's body changes when she is pregnant, so changes 
can occur when she prevents pregnancy. But these changes 
are not dangerous" (1 05). 

Training 

Training can improve counseling. In training, providers can 
learn more about both contraceptive methods and how to 
counsel effectively. What providers know about the pill 
affects how their clients feel. For example, in Colombia 
providers who reported having ready access to information 
on the pill received high ratings from clients in interpersonal 
communication skills and quality of care (62). 

Training can help a wide range of pill providers, including 
clinic staff, pharmacists, social marketing agents, and com- 
munity-based health workers. In Gujarat, India, for example, 
gynecologists, general practitioners, and pediatricians who 
had special training about the pill improved their counseling 
skills. Trained providers, when compared with others who 
had not received the special training, were more likely to 
show clients how to use the pill and to provide a pill packet 
at the counseling session. In turn, clients' perception of the 
quality of care improved. In a study using "mystery clientsu- 
local women who visited clinics posing as clients-satisfac- 

tion with counseling averaged 
83% for the specially trained 
doctors compared with 56% for 
doctors without the training 
(204). 

On-the-job training during 
working hours often can help 
providers apply their new skills 
more effectively than formal off- 
site training because trainees 
develop skills within the work 
environment (21 5). In Kenya 
trainers noted that providers 
with on-the-job training were 
better counselors than those 
who had been trained other- , 

wise. This was because the 
providers encountered a variety 
of clients on the job, thus hon- 
ing their counseling skills (68). 

Performance 
Improvement 

Performance improvement re- 
fers to a process for achieving 

better results from the performance .of organizations and 
individuals. In family planning the goal is to provide high- 
quality, sustainable health services (1 88). 

Performance improvement goes beyond training to address 
the institutional, organizational, and managerial factors that 
affect health care delivery. The performance improvement 
approach recognizes that achieving better qua1 ity of care, 
including better counseling, i s  the responsibility of the 
entire health care system, not just of providers and trainers 
themselves. Each part of a health care delivery system has a 
role to play in improving quality (1 07, 11 6). 

In particular, assuring providers enough time to counsel 
their clients would improve the quality of care they can offer. 
Most providers have so many duties and so many clients 
that time for counseling i s  limited. In Bangladesh, for exam- 
ple, rising demand for the pill reduced the amount of time 
that field workers had to counsel each woman on proper pill 
use. The result was that, as more women used the pill, fewer 
women knew correctly when to begin their next pill pack 
(1 23). Removing administrative burdens on providers, such 
as excessive paperwork, can free up time for counseling. 

Enabling staff to make improvements in their working envi- 
ronment can increase the quality of care they provide and 
boost job satisfaction (1 16). When staff members feel em- 
powered, they often find ways to solve institutional problems 
rather than to keep working in an unsatisfactory setting (56). 

Take-Home Information 

Offering print materials to take home can help clients con- 
tinue to use the pill effectively. These materials can serve as 
a reference i f  women forget pill-use instructions or have 
questions about starting pills, making up missed pills, 
switching from one pack to another, recognizing symptoms 
that need medical attention, and other aspects of pill use. 
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Package Inserts and other take-home materials can supple- 
ment and reinforce information from providers (1 28). Take- 
home matedals are most qf@Qy$ wheq tf$i,arp $oocisp,i 
easy-to-read, and include spec$c inidrudtions on wfial todo 
about missed pills (240). Pictures of the packet can show 
which pi II to take first and the correct or&Pihwht:h td tbke 
the rest (5,591. 

Although pill manufacturers often produce package inserts 
for commercially marketed pills, these may be diffifirdt t t ~  
read and understand for many women (240). Locally pro- 
duced information and materials can be better because they 
can be tailored to the clientele. Such inserts can be as simple 
as an information sheet stapled to the pill packet. In the 
Dominican Republic studies showing that women often do 
not take their pills on days when they, do hot'have: sex 
prompted PROFAMILIA, the country's major nongovern- 
mental family planning organization, to develop an Infarm 
tion sheet for pill users that emphasizes the need to t&e.the 
pill daily even when no sexual a~tivity takesplace (87h 

Reinforcing p~ovider's hdrllctions through piU-pack inserts 
and in other ways helps women use the.pill mom consis- 
tentlv-~rovided that women understand thesahs t ru t i~s .  
A st;dy in Western Europefound that women who had read 
and understo~d all of the informalion jnthe inseds yqre least 
likely to miss one or more pills per packet. About 1'1% of 
such women reporfed missing pill5 In caerqst, among 
women who undersiood little o r  nbne of the information, 
about 30% missed ode or more pills per packet11 82). 

required for OC users, consultations within the first two to 
six months can improve continuation among women expe- 
,,rie&ngaamman side e f b s ,  since t.hjs kwhen such p b -  
lems aie most likely to occ'ur (84, 1 &I. 
Clients must know that they can contact a provider at any 
time and ask any questions, and providers need to ensure 
that women always feel welcome (85, 175). Providers 
should welcome any OC her  seeking help or advice- 
whether sheinttially received supplfesfmm that provider or 
not. Ai a blf#-~ ~ T w i  p'iridWtafi reassure women who 
are experiencing side effects and offer help managing them 
(see box, p. 16). If a woman does not want to continue OC 
use, the provider can k l p  her choose another method. 
Providers also,cpn assess whether the pill is still medically 
appropriale for continuing clients. 

Women often stop using the pil l without consulting their 
providers (3, I 68, 1 SO, 227); Indeed, being able to stop the 
method without seeing a provider i s  an advantage of OCs. 
Nonetheless, appropriate foltow-up counseling can help 
potential discontinuers avoid unintended pregnancies by 
helping them either continue using pills with satisfaction or 
switch to a more suitable method. 

Follow-up for providers. ~ i k e  clients, providers also need 
continuing attention to maintain their knowledge about 
OCs. In hjara l ,  hdia, for exam fe, studies during the year 
followink training about the pi1 f found that trainees forgot 
some of the skills they h8d learned. In reqmn&, nmsletters 
and home studv.courseswete iimcluced to helrs maintain 

Providing information on pill use in different ways and in accurate knowi* (2041. blmHarPJ, In W p a l  ;he weekly 
formats that allow later review also influences how effec- radio program for community he+h wo$$~s refreshes jis- 
tively women use the pill. In a study in the Netherlands some teners' knbwtedp by pre~nkipg'inforrna~ah bn' dffikrent 
clients took home either an infomtional brochure or a contraceptive methods, portraytng effective provider-client 
brochure tsgether with an audiotape, hhlle otherk received counseling, aad afl&~ngquiiltls about tWKs preienied i n  
only the uwal counseling. Women who received the most thebroadcasts (I 06). 
information missed slgnifi- 
cantly fewer pills during h e  
first sevetal pill !cycles than 
women receiving only the 
usual couslreling MO). 
A few drugs~comprornise QC. 
effectivenes (see box, p, 2.31, 
Take-home information should 
list these drugs specifically 
and remind women to use a 
back-up rnflk~d or abstain if 
they ,are taking any of' these 
medkatioqs. lnfc)rmatio< 
sheets also s h ~ u l d  p n t i o n  
that, betause severe"voqii: 
ing and/or diarrhea 'May dl: 
mini* the pill'$ effectivenessl 
a back-up method of contra-. 
ception or abstinence may& 
used for 7 to 14 days in the 
event of these, iIJpew. 

counsel ing. AI though fdaw- ,Print r n a t ~ ~ ~ t o  &&mvmg such as these pamphlets about the piti:tky ~#%&F~ppt, Ghana, 
up visits usually should not be India, and Pakistah can he@ FarniJypplslnning clients in many co&~ls@iX~ m e  &tively. 
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Managing Common Side Effects of Combined OCs 
Explaining side cffects is an important part of advising 
new pill users, since side effects are the leading reason that 
w m n  discontinue pill ose. Wrnneo considering the pill 
ar already using it should be aware d the possibility of 
.such common side effects as nausea, breakthrough bleed- 
ing, spotting, amenorrhea, changes in menstrual flow, 
mild headaches. slight weight gain. and breast tenderness 
a enlargement (85.235). All pill users should be 
advised that these common side effects are not signs of 
danger or serious illness. 

Common side effects of pill me typically subside within 
the first three to sir months d use (37, 163. 179). Break- 
thmugh bleeding decreases dramatically over the first 
four monkhs of pill use (84, 136). 

How can providers help women with side effects? Fitst, 
they can urge all QC users to tell them if side &tcrs 
occur and assure them that usually something can be done 
to manage side effects. Often, simply letting women ksow 
that they can return LO consult the provider at any rime 
help women use a method longer, despite sf& effms 
(93, 1361, When a pill user w r n s  for help with side 
cffats. the strategies betow can help lo reduce them. 

Breaklhrough bleeding and spotting. Some women 
.experience breakthrough bleeding or spotting when they 
miss pills or take them at different times during the day- 
For lhese women, taking the pill every day and at the same 
lime can help mrcduce breakthrough bleeding a d  spotting. 

Other women, hawevet, have these side effacrs m s  
when they take their p u s  consistently. Pot wornerr 
whose breakthrough bleeding occurs early In the pill 
cycle, changing to a pill with n r w ~  estrngen, if available, 
can help reduce bleeding (64, 136). Somehnes &witch- 
ing to another low-dose fill hrmulalkn can help. 

Women with vomiting and diarrhea sometimes en- 
puicnce breakthrough bleeding and spatting {84,85), 
Interactions with specific drugs caa cause breahhrw& 
bteediq, loo {72}. Vomiting. diarrhea, and drug inteiac- 
dons affect haw the body absorbs the hormones in rha 
pill. Breakthrough bleeding may indicate that the pill is  
not beln~ fully absorbed. a d  thus the pill's oanlractp- 
liveeffcct may k compromld. The& w ~ n ~ s ~ u l d  
cdnrinue taking a pill qvesyday, and for added prow- 
lion they car use a back-up nlelhod or avoid intcrcmrst 
during the mid ~f wornitin#, diarrhea, or drug use and 
for 7 lo 14 days afterwad (74, 

Nausea P d n g  nauseow usually passes aher he first 
feu months of pill use, mswally occurs OR the first day or 
sa of the pill pack, and lo mare wmmon among women 
who are undetwefghl(73). Taking the pill rul nipbs or 
with f d  cart heIp r&ce nauw,  &scan consistenl 
pill-takinp L84,85). 

Weight grin. In m a t  cases, weight chanp among 
women using OCs is minimal and not related topill use: 
As many women lose weight while taking the pill as gain 
weight (84). Some w o r n  may gain substantially, however. 

While some women see weigh gain es a benefit, others 
may not be pleased. Reducing the level of estrogen may 
help keep women from gaining weight (84). 

Amenorrhea. A small number of pill users stop mcnstru- 
ating when using the pi!l. More often, a woman's bleed- 
In# may bc so sligh~ or so brief t b t  she may think she is 
not blaeding a1 dl.  Such apparent or actual amenorrhea 
can upset women who believe that regular mensttwillon 
i s  necessary to remain healthy or have =rain folk 
beliefs about menstruation (90, 195). Olhets may be 
worried that lack of menstruation indicates pregnancy. 

Asking pill users several questions can help identify 
what s t e p  can be taken. Is the woman having any bleed- 
ing at all? Perhaps shb has jusd a small stain on her under- 
clothw that she has not rccognimd as bleeding. If this is 
the case. these women can codhue  taking their pills 
every day, with reassurance that not menstnati y is not 
harmful to their heaIth. I 
Although amenorrhea is not usually a sign that a pill user 
is pregnaar.  provide^ can verify whcthu or not Lhis is I case by asking a wmnan a few questions. FM example, 
in the last month has sho taken n pill every day? If so. it  
Is not likely that she isprqaant. She should continue taR- 
ing her pills wery day ak usual. Also, some women us- 
ing 2 I -day pach may haw no bleeding if they start 
another pi4 packet immtdlately rather than wailing 
seven days between p a c k  Women wbo haw done this 
alsq am not likely to tx. pregnant. 

Por a w m n  who has missed two or more hormonal 
pills in a tow, r series of questions can assess whether 61 
mt she may be p q n a n t  (see checklist, p. IS). A woman 
m w  be told if a pmvidir suspects that she may be prq-  
Mnl. mis woman should stop using OCs, a d  she can 
use spermlcide and cdnd~rns until her menstrual period 
starts ar it h o m w  otherwise clear whether rw not she is 
pregnau. Wmmn who are not pregnant should feel free 
to starl using OCs again if they wish. 

A Sew women exptrjcws amenorrhea afier they stop 
using the pill; Sometimes it takes women a few months 
for their p i o d s  ta return after using OCs. No medical 
msnapplsnr L Istedsd, Women with ircegrhr menstrual 
pdods k f ~ f e  k g  the plll may have irregular puiods 
again w~ca they stop using the pill (851, Assuring such 
women that the pill has not affected thek feztilit). can 
dm any anxhy about amenorrhea. 
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Keeping Guidelines . 
Up to Date 1 

Family planning programs can help OC users by following 
current scientific guidelines about appropriate OC use. 
Guidelines cover such matters as who can safely start and 
continue using OCs, how to use OCs effectively, and who 
can provide OCs under what circumstances. 

The hormonal content of today's OCs has decreased consid- 
erably from that of the first pills, and research has answered 
many questions about OCs and women's health. Many 
earlier concerns about pill safety, which had led to various 
limitations on pill use, have now been satisfied (1 6). Some 
family planning programs, however, have not updated 
their policies, procedures, and training to reflect this new 
information. 

Applying up-to-date medical eligibility criteria for OC use, 
removing unnecessary barriers that restrict access, and over- 
coming provider bias are particularly important to helping 
women use the pill. 

4 

Medical Eligibility Criteria 
Who is medically eligible to use OCs? Who should not use 
OCs for health reasons? Recent international scientific con- 
sensus on medical eligibility criteria and family planning 
program procedures offers guidance. (See Population Re- 
ports, Family Planning Methods: New Guidance, Series 1, 
No. 44, October 1996.) 

Under the auspices of the World Health Organization 
(WHO), scientific experts met in 1994, 1995, and March 
2000 to make recommendations for updating medical eligi- 
bility criteria for major family planning methods based on a 
review of scientific findings. These criteria help increase 
access to family planning methods among people who are 
able to use them safely, while at the same time they help 
health care providers better identify those who should not 
use a method for medical reasons. The criteria cover both 
initiation and continuation of methods, and they can be 
applied both in settings where clinical judgment is available 
and where it is limited (244, 245). 

The WHO guidance has been widely adopted and applied. 
For example, the checklist for initiation of combined oral 
contraceptives in community-based programs (see checklist, 
p. 21) reflects the latest recommendations of the WHO 
expert group. Community-based workers can use the check- 
list to assess whether a client can use OCs without seeing 
another provider, or whether the client needs to be referred 
to a provider who can exercise more clinical judgment. The 
checklist questions cover all the major medical reasons that 
combined OCs should not usually be used. 

Removing Unnecessary Barriers 
Legal, medical, servicedelivery, and other barrierscan block 
access to family planning. Some barriers exist for a sound 
reason-to protect people from possible harm-but others 
have little medical or scientific basis and thus are unneces- 
sary. Barriers to OC use include not only inappropriate 
eligibility restrictions but also cumbersome service delivery 
procedures, restrictive statutes and regulations, and provider 
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bias (1 98). By updating service delivery guidelines, adopting 
new procedures, urging changes in outmoded rules and 
regulations, and encouraging performance improvement, 
family planning programs can remove unnecessary barriers 
to effective OC use. 

Eligibility barriers. Some health care programs or providers 
require women to meet certain requirements for OCs that 
have no medical basis. Eligibility criteria related to age and 
parity, for example, have no medical basis but nevertheless 
are widespread (81, 200, 222). For example, in a 1992 
survey in Pakistan 3 of every 10 family planning providers 
said that a woman had to be at least 25 years old to use the 
pill, while 4 of every 1 0 said women over 35 years could not 
use the pill (1 60). In fact, age in itself is not relevant to pill safety. 

Eligibility criteria and their interpretation need to be broad 
enough to ensure that women who cannot use the pill safely 
do not use it but also specific enough that they do not 
exclude women who can safely use the pill (222). For 
example, a screening checklist that includes "headache" 
as a condition that rules out pil l use could improperly 
keep women who have ordinary tension headaches from 
using the pill (198, 21 0). Only 1) women who have true 
migraine headaches with focal neurologic symptoms (aura) 
and 2) women who have true migraines without aura and 
are age 35 or older are the focus of concern (245). 

Unnecessary eligibility barriers have hampered OCs in par- 
ticular, perhaps because they were the first hormonal con- 
traceptive method. At first, many researchers and 
practitioners were cautious about providing the pill, con- 
cerned that OC use might be bad for women's health or 
worsen existing medical conditions. Eligibility criteria estab- 
lished many years ago, when hormone levels in the pill were 
much higher and less was known about effects of the pill, 
have persisted today in many places, even though sub- 
sequent research and experience have proved these limita- 
tions to be unnecessary (1 6). For example, in the US many 
providers did not prescribe OCs to any woman who is 
diabetic (198). Research, however, has. found no adverse 
clinical effects among diabetic OC users who have no circu- 
latory system complications (25, 66, 154). 

New WHO Medical Eligibility Guidance 

Updated guidance on medical eligibility for contracep- 
tive use becomes available October 2000 from the 
World Health Organization. Based on a March 2000 
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When Can a Woman Start the Pill? 
A woman can start the pill at any time that it is reasonably 
certain that she is not pregnant. She does not have to be 
menstruating when she starts the pill. 

A woman who starts the pill more than seven days since 
menstrual bleeding began should use a back-up method 
such as condoms or spermicide or else avoid intercourse for 
the first seven days of taking the pill. Her usual menstrual 
pattern may change, but she should continue taking all the 
pills in the pack, regardless of when she next menstruates. 

To make reasonably certain a client is not pregnant, a 
provider can ask a series of questions (see checklist, right). 
A pregnancy test is not necessary. There is no need to ask a 
woman to return when she is menstruating, for the pill or any 
other method. 

If pregnancy cannot be ruled out-in other words. if the 
woman cannot answer yes to any of these questions-she 
can take pills home with her and start them as soon as her 
menstrual period begins or any time within the first seven 
days after menstruation starts. 

When is the best day to start? The first day of menstrual 
bleeding may be easiest to remember, and starting on the first 
day requires no counting of days. Recent research, however, 
suggests that starting later reduces breakthrough bleeding and 
spotting in the first month. This could be an advantage 
because breakthrough bleeding is a common reason that 
women quit OC use in the first month (247, 248). 

Two studies compared starting on the first day of menstrual 
bleeding with starting on the fifth day. In the first study 26% 
of the 50 women starting their pills on the first day of men- 
struation had breakthrough bleeding compared with 8% of the 
50 women starting on the fifth day (248). In a second study 
24% of 100 women starting on day I and LO% of 100 women 
starting OCs on day 5 experienced breakthrough bleeding in 
the first month (247). Because fewer of these women experi- 
enced breakthrough bleeding, fewer of the day 5 starters 
discontinued use during the first pill cycle (247, 248). 

Checklist to Rule Out Pregnancy 
for Non-Menstruating 

Family Planning Clients 
Please ask the client these questions, and 
check the correct box: 

I. Have you given birth in the last four weeks? 

2. Are you less than six months postpartum 
and fully breastfeeding and free from men- 
strual bleeding since you had your child? 

3. Did your last menstrual period start within 
the past seven days? 

4. Have you had a miscarriage or abortion in 
the past seven days? 

5. Have you abstained from sexual intercourse 
sincc your last menses? 

6. Have you been using a reliable contraceptive 
method consistently and correctly? 

If the client answered NO If the client answered YES 
to all of the questions, to any one of the questions 
pregnancy cannot be ruled and is free of signs or symp- 
out. Client should use a toms of pregnancy, provide 
barrier method or abstain her with the desired method. 
until menses and then start 
preferred method. Fd 

Sorrrcc: A~lrrptedJronr Fanrily Hcolfh In~errrrrriotial (521, b a s d  011 Teclmico 
Grridancc Working Group, 1997 (221). 

Some instructions for pill use in some developed countri 
have told women to start on a Sunday. This guidance h 
become somewhat less common because many pharmacies 
these countries are closed on Sunday, making it difficult f 
women to obtain pills. 

Process barriers. Some service delivery practices make it 
burdensome for clients to obtain OCs or other contraceptives 
yet lack scientific justification (1 98, 199, 209). For OCs, 
process barriers include unnecessary, inappropriate, or un- 
related screening tests or procedures, frequent follow-up 
requirements, improper management of side effects, failure 
to give clients enough supplies, and requirements for periods 
of "rest" from pill use (1 99). 

For example, required pelvic exams and laboratory tests for 
women who choose OCs are a burden to all women seeking 
OCs and a particular barrier to women who have never 
before had a pelvic exam or who are afraid of needles (222). 
In Jamaica a 1993 survey of over 350 private practitioners 
found that one-quarter performed blood and urine tests on 
women seeking the pill, even though Jamaican service de- 
livery guidelines make no mention of either test as a prereq- 
uisite for pill use (80). In Senegal providers required Pap 
smears and urine, blood, and sexually transmitted infection 

t e s t s a l l  medically unnecessary to safe pill use-before 
giving clients the pill. In fact, they often did not allow clients 
to use the pill unless they were in apparently perfect health 
(81 ). In Ghana a 1993 Situation Analysis found that 55% of 
providers required blood hemoglobin tests for prospective 
OC users, even though such tests are no! medically neces- 
sary for safe pill use (1 61 1. 
When these unnecessary tests are required, facilities i l l -  
equipped to do such tests cannot provide pills, thus limiting 
women's access to OCs. While some tests or procedures, 
such as a pelvic exam, are good preventive health practices 
that benefit women's overall reproductive health, they none- 
theless are not relevant to safe OC use (70, 224). No condi- 
tion that a pelvic exam might detect rules out OC use (245). 

Menstrual requirement. Probably the most common process 
barrier is todeny OCs to new clients unless they are menstru- 
ating when they see the provider (2,60,209). In Jamaica nearly 
one-half of private practitioners interviewed would send 
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women home without pills if they were not menstruat- 
ing. In another Jamaican survey 92% of providers and 
clinic supervisors said they required menstruation or a 

- negative pregnancy test before they would give women 
any contraception. In 12 clinics surveyed in Kenya, 
every provider said that clients are often sent home to 
await menses. At the same time, over half of the clients 
visiting 19 Kenyan family planning sites were not men- 
struating at the time of their clinic visit (209). . 

If women are not actually sent away because they are 
not menstruating, they may be forced to choose a non- 
hormonal method instead of the pill. In Cameroon a 
study of 10 clinics found that only 33% of clients who 
were not menstruating were given a hormonal method, 
while 82% of menstr~atin~women left with a hormonal 
method. Of 21 service providers, only 2 said that they did 
not require their clients to be menstruating before they 
would provide OCs (209). 

The menstrual requirement is meant to ensure that a woman 
is not pregnant when she starts OCs, for fear that hormones 
may harm the fetus. This i s  also why some programs even 
require a negative pregnancy test before giving OCs. There 
is no evidence, however, that combined or progestin-only 
contraceptives harm a fetus (57, 67, 236). WHO medical 
eligibility criteria were recently changed to make clear that 
current pregnancy is not a condition relevant to decisions 
about providing hormonal contraceptives (245). 

Women who want to start using OCs do not have to do so 
when they are menstruating: Women can begin using the pill 
at any time during their menstrual cycle if it is  reasonably - certain that they are not pregnant (84, 85, 220) (see box, p. 
18). By asking a series of questions, a provider can be 
reasonably sure that a woman is not pregnant even though 
she is not menstruating (208, 221 1. If a woman's answers to 
these questions cannot affirm that she is not pregnant, a 
provider can still give her OCs with instructions to start the 
first packet when menstruation begins and can also provide 
condoms or spermicides to use until then. 

Legal and regulatory barriers. In some countries only doc- 
tors can legally provide OCs, a requirement that can seri- 
ously limit access to the pill, particularly where doctors are 
few. Such restrictions have no sound medical basis. Not only 
physicians but also many other personnel, including mid- 
wives, nurses, community-based health workers, traditional 
birth attendants, pharmacists, social marketing vendors, and 
pharmacy clerks, are safely providing OCs around the world. 
OCs are made available through door-to-door delivery to 
people's homes, at community centers, and in shops, mar- 
kets, and grocery stores (1 83, 199,222) (see p. 20). 

Unnecessary prescription requirements. In some countries, 
notably the United Kingdom and the US, OCs are available 
to women only by prescription. Given the proven safety of 
low-dose OCs, the widespread demand for the pill, and safe 
use of OCs among women obtaining them without a pre- 
scription throughout the world, some experts argue that OCs 
should become available without prescription everywhere 
(30, 69, 167, 224). 

Making OCs available only by prescription requires women 
to overcome a series of hurdles to start the pill and to keep 
using it. First, they must see a physician or other specified 
health care provider, often endure a pelvic exam, and obtain 
a prescription for the pill. Then they must go to a pharmacy 
to have the prescription filled, often for only one pack of pills 
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Making it easy to obtain and use oral contraceptives can help women 
take a pill every day and thus avoid the risk of unintendedpregnancies. 

at a time. Women must continue to return to a pharmacy 
every month to get another pill pack and return to the doctor 
every year to have the prescription renewed. 

Researchers debate the impact that availability of OCs with- 
out prescription might have on access, safety, effectiveness, 
cost, and preventive reproductive health care (28, 39, 69, 
70, 79, 92, 167, 187, 189, 224, 249). Eliminating a visit to 
the doctor-and consequently, the pelvic exam--could in- 
crease access to the pill for women who are intimidated by 
a pelvic exam, cannot afford a provider visit, or are embar- 
rassed to be seen entering a family planning clinic (69,213, 
224). Not seeing a provider for a prescription, however, 
could also mean that fewer women receive preventive 
health care screenings such as yearly Pap smears, breast 
exams, and screening for reproductive tract infections (79). 

Some areconcerned that, without a required visit to a doctor 
to obtain OCs, women will not heed warnings about health 
conditions that rule out pill use, such as migraines with aura, 
high blood pressure, and other circulatory system disorders, 
and, for women age 35 or older, smoking. They argue that 
lack of provider intervention would compromise pill users' 
health, since women who should not use the pill may begin 
using it if a provider is not there to disallow OC use (79,213, 
249). Studies have shown, however, that giving women 
accurate information about health conditions and risks helps 
them correctly assess their own health risks and decide for 
themselves which methods are most appropriate. In fact, 
often they can do so as well or better than providers (29,167, 
250). Thus, others argue, women are fully capable of making 
the right decisions about their health risks. 

What would offering the pill without a prescription mean for 
the pill's effectiveness? Some argue that a doctor's or nurse's 
instructions help women use the pill more effectively (79, 
21 3, 249). Others contend that, given the current gap in 
pregnancy rates between perfect use and typical use of the 
pill, clients apparently get too little information from provid- 
ers as it is. Thus, they reason, using other ways to inform 
women about how to use the pill may be more effective than 
continuing current practices (69, 167, 224). 

In June 2000 the US Food and Drug Administration dis- 
cussed with scientists, professional groups, and consumers 
the possibility ofchangingoral contraceptivesfrom prescription 
status to being available without a prescription (30, 230). 

Provider Bias 
Some providers let their personal views deny clients a full 
choice of methods (1 99). Commonly, they impose their own 
social values on clients. For example, almost one-third of 
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providers in Burkina Faso and close to 10% in Kenya said 
that they required spousal consent for OC use (1 37). Many 
providers and even programs deny family planning to young 
women, particularly if they are not married (1 61 ). 

Providers may incorrectly believe that some groups of 
women cannot use the pill effectively. For example, in 
Vietnam providers often do not recommend OCs because 
they think that clientscould not remembertotakea pill every 
day (78). Also, in South Africa women with less education 
predominantly use injectables, while women with more 
education mostly use the pill. Thisdifferenceoccurs because 
providers incorrectly assume that only well-educated 
women can use the pill consistently and correctly (41, 174). 
Others may judge clients on the basis of socioeconomic 
status and treat women of higher status better than those of 
lower status. In Gujarat, India, for example, a study of OC 
providers found that they devoted more time to counseling 
clients of higher social standing (204). Many providers are 
rude to poor clients, as a study in Bangladesh found (1 90). 

Some providers make judgments based on their perception 
of a specific woman's situation. For example, if providers 
think that a woman does not want her husband to know 
about her contraceptive use, they may not offer the pill. They 
assume that hiding the pill packet would makeconsistent use 
too difficult for her (1 5). 

Providers' and programs' bias in favor of OCs may actually 
contribute to ineffective use and early discontinuation 
among some users. No method is ideal for all users at all 
times. When providers have preconceived notions that cer- 
tain clients "should" use OCs, some of their clients wil l end 
up with a method that does not suit them well. These clients 
are not likely to use the pill correctly or for long. Similarly, 
programs that offer OCs and just one or two other methods 
leave many women with little choice but to use OCs, 
whether or not the method suits them. 

I 111_mprovin6 Access 
Making it easy to obtain OCs helps wo ...,. i use them effec- 
tively. Providing good access includes ensuring regular 
supplies, making pills affordable, and offering them conven- 
iently. If access is difficult, some women discontinue using 
the pill, while others try to stretch their supply by not taking a 
pill every day. Still others may switch to less effective methods 
that are easier to obtain or do not require frequent resupply. 

The following can help programs make the pill more afford- 
able, convenient, and accessible: 

Better access to family planning clinics, 
Community-based distribution, 
Social marketing, 
Encouragement for the commercial sector, 
Links between pill provision and other health services. 

Whatever the program, good logistics management i s  crucial 
to making OCs available continuously and in ample supply. 

Better Access to Clinics 
As with other contraceptive methods, women who have easy 
access to the pill are more likely to use it. Several studies 
have demonstrated that distance from a family planning 
clinic and the time required to reach it are important to 
whether women use a family planning method (1 69, 226). 

For example, in Thailand a study found that the closer clients 
lived to a family planning delivery site, the more likely they 
were to use contraception. Even living a few more minutes 
away made a considerable difference. For instance, among 
women who lived less than three minutes from a clinic, 47% 
were using the pill compared with just 24% among women 
living six or more minutes away (49). Similarly, in Egypt, pill 
use fell markedly as travel time to the source of supply in- 
creased (1 08). 

Having a convenient place to obtain more pills also helps 
ensure continued use. For example, in Ghana a study of 
women obtaining pills from a clinic found that nearly half of 
the pill users who did not return to the clinic for more pills 
nevertheless kept using the pill. They preferred to buy pills 
from a more convenient location---often chemists' shops 
near their homes. Women with a convenient source of . 

supply were over three times as likely to continue OCs over 
a year-long period and twice as likely to continue using them 
over a two-year period as women without a convenient 
source of supply (227). 

This study suggests that family planning clinics should not 
assume that clients who do not return for resupply have 
stopped using the pill. Particularly where pills are accessible 
in many types of places, many women obtain them from the 
most convenient source. Thus, even for women who obtain 
pills initially from clinics, making pills accessible in all kinds 
of public and commercial locations, including those unre- 
lated to other health care, can help women continue using 
the pill. Providers can inform clients not only about clinic- 
based services but also about other sources of pills (1 51 ). 

Giving more pill packets. Giving a woman more than one 
pill packet at a time reduces thechances that shewill run out 
of pills. In addition, decreasing the number of times a client 
has to return to a clinic reduces clinic congestion and waiting 
time. Giving a woman 13 packets-a full year's supply-is 
ideal if she has no health condition, such as nonvascular 
diabetes, that needs to be monitored (84, 85). After the first 
year of pill use, clients can have another year's supply or 
even an 18-month supply, if expiration dates on the pill 
packs permit (84, 95). 

If not enough supplies are on hand to give pill users a full 
year's supply, women should receive at least three or four 
packets. Plans for follow-up should leave enough time to 
obtain more pills well before her supply runs out (84, 11 1, 
180, 235). In the early years of the pill, monthly follow-up 
was sometimes recommended with higher-dose pills to 
monitor women closely for any serious side effects. Today's 
lower-dose pills, however, are safer than ever, and no rou- 
tine follow-up is needed except for resupply (220). Still, 
providers often limit how many packets they give out be- 
cause they think, incorrectly, that they need to monitor the 
health of pill users (228). 

Community-Based Distribution 
Community-based distribution (CBD) provides some 
women's only access to OCs. Through CBD, specially 
trained workers bring OCs and other family planning sup- 
plies to communities and homes. 

In some countries CBD is an important component of the 
national family planning program. In Zimbabwe, for exam- 
ple, where rates of OC use are among the highest in the 
world, the CBD program serves nearly one family planning 
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client in every four (14). In Bangladesh a study pro- 
jected that in 1993 family planning use in certain areas r Checklist for Clients Who Want to Initiatr 
would have been only 25%, rather than 40%, if CBD Combined Oral Contraceptives ICQCs) 

- had not been a maior component of the country's in hmmudty-~lrsed Services 1 
family planning prog;am (1 55). 

' 1 Please ask h e  client all of these questions and YES - 
CBD is particularly important where there are no health 
centers or commercial sources of contraception. In 18 
villages in Mali where family planning services were 
not available, for example, only 1% of women used 
family planning. Six months after a CBD program begar 
in thesevillages to offer OCs, spermicides, and condoms, 
contraceptive prevalence had risen to 31 % in villages 
where all three methods were offered and to 21 % where 
spermicides and condoms but not OCs were offered (45). 

Regular visits by CBD agents providing supplies and 
counseling improve OC continuation. In Bangladesh 
women who had been visited at home by family we1 
fare assistants within the previous 90 days were two- 
thirds as likely to have discontinued use than women 
who had not been visited in the last 90 days. The effect 
of home visits on continuation was strong-and consis 
tent for women of all social and economic back- 
grounds-even though social marketing outlets and 
clinics were accessible in the study area (91). 

Screening clients. Screening clients to identify which 
women can safely use hormonal methods i s  an impor- 
tant part of CBD programs. By using checklists, CBD 
agents can accurately identify women who should not 
use a method without impeding access for women 
wanting to start OCs (210) (see box at right). CBD 
agents also can use a checklist to assure that continuing 
clients have not developed a medical condition that 
makes pill use inappropriate. 

In the Dominican Republic PROFAMILIA'S CBD agents 
use a card to screen potential OC users. By checking off 
the appropriate color-coded boxes as clients respond 
to eight yes-or-no questions, the agent decides to: 

(1) Provide the pill; 
(2) Provide the pill but ask the client to see a physician 

within three months for follow-up; or 
(3) Ask the client to see a physician first (87). 

Anyone with specific training, supervision, and per- 
formance evaluation can provide OCs safely and effec- 
tively (246). Programs must ensure that screening 
guidelines are up to date with current scientific knowl- 
edge and practices (see p. 17). They must also ensure 
that CBD workers have had adequate training and 
practice in properly using the screening checklists (21 0). 

Community outreach and participation. Community 
outreach and participation efforts help provide a sup- 
portive social setting that makes it easier for women to 
use the pill correctly and continuously. One example 
of such participation is monthly meetings in a commu- 
nity member's home or a community center. At such 
meetings health care providers and members of the 
community gather together, creating an opportunity for 
women to talk about family planning, support one 
another's family planning use, and receive OCs and 
other contraceptives. This approach has been successful 
in Bangladesh, where social support was found to be 
the strongest motivating factor in women's decisions to 
use and continue using contraception (1 13, 156). 

I check the correct box. 
1. Is your perid  late and do you think pd caul$ 
bc pregnant now? 

2. Are you currently brewtfeeding a babgl ad& U 6 months of age? 

3. Do you smoke cigarcues and are you o y r  0 15 yead of age? 

4. Do ym have repeated severe head pain, o f k i  bd 
one side or pulsating, causing nausea and ma& 
worse by lighl. n o k ,  or moving about? 

0 S. Do you have hlph b h d  pressure? 

6. Have you wet h d  a 8tmke. blood cla in pout Q legs or lungs, or a heart stlack? u 
- 

- a 7. ~ o - o u  h 3  
8. Do you have or have you had breast cancer? 

9. Do you have a serious liver disease or jaundice 0 (yellow skin or eyes)? 

10. Do you regularly take m y  pills for tube_rc~losis 
. Us). fungal tnfationq or seizures 

I OF Lhc ~bove questions, refer 
~ C F  Cb rihe clinic/physici&n and 
glve her condoms andor sper- 

 ore ham 7 thy6 
I f  the cliwl began her last 
menstrual pedod mre than 

lays. ;he can start COCs  no^ 

Sourw: ArlrrptedJivm Fumily Health International. 2000 (51) 
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financially independent of 
government or donor agency 
subsidies (61 ). 

-1 
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In rural Togo a group of women learns about oral contraception from a community health worker. 
Programs help to make OCs more affordable, convenient, and accessible by reaching out to 
communities in a variety of ways. Women often want to discuss the pill with others close to home. 

Much of the success of the Indonesian family planning 
program has also been attributed to community outreach 
and involvement (21 7). 

Social Marketing 

Social marketing improves access to methods such as OCs 
by making them widely available, well known, and afford- 
able. The social marketing approach is to offer contracep- 
tives for sale in the commercial sector at subsidized prices, 
while promoting them in the mass media and where they are 
sold. Social marketing offers the pill in places where users 
are already likely to be shopping, including markets, kiosks, 
and grocery stores, thus often eliminating the need for a 
special trip to obtain pills. 

Social marketing is widespread. In 1998,40 social marketing 
programs sold nearly 66 million pill packets to women in 34 
countries. These numbers are substantially higher than in 
1991, when 18 social marketing programs sold about 22 
million pill packets in 17 countries (82, 83). 

Some social marketing programs now operate without sub- 
sidy, sustaining themselves wholly from the sales of contra- 
ceptives. In Colombia PROFAMILIA's social marketing is 
completely self-sustained, as are programs in Jamaica and 
Malaysia. Indonesia's Blue Circle social marketing is largely 
self-sustaining (83). 

Commercial Sector 

Some clients are willing and able to pay full price for family 
planning services. Growing numbers of users prefer to pay 
for pills from the private sector, where they can obtain the 
quality, convenience, and continuity of service that private 
providers often offer. The commercial sector includes doc- 
tors, pharmacies, clinics, and hospitals that are generally 

Promoting expansion of the 
commercial sector improves 
access to OCs because it offers 
users more places to obtain 
pills. Also, when family plan- 
ning users switch from the 
public sector to the commer- 
cial sector, public funds can go 
further to improve access for 
those who cannot afford full 
price. Government action can 
stimulate commercial sector 
growth. For example, placing . 
the pill on a country's list of 
essential drugs can reduce im- 
port barriers, making OCs less 
expensive. Such changes can 
make private sector invest- 
ment i n  family planning 
goods and services more fea- 
sible economically and more 
attractive (61 1. 
Governments can do much to 
expand the role of the commer- 

cial sector in providing OCs and other contraceptives. Indo- 
nesia's government launched the Blue Circle campaign in 
1987 both to stimulate demand for private family planning 
services and to expand the number of private providers. As 
a result the percentage of family planning users obtaining 

- 

supplies from the private sector rose from 12% initially to 
57O/0 a decade later (23, 24, 99). 

Links Between Pill Provision 
and Other Health Services 

Linking family planning services with other health services 
can make the pill more accessible, especially to women who 
have not been using any contraceptive method. Clients who 
may not havesought out a family planning facilitycan obtain 
OCs or other methods while receiving other health care. There 
are several kinds of links: 

Postpartum family planning. Maternity care programs can 
offer the pill and other family planning options. In Honduras, 
when progestin-only pills and condoms were offered to 
women after delivery, the percentage choosing family plan- 
ning after delivery rose from 9% to 30%. Some 61% of 
women who returned for a 40-day postpartum check-up 
chose a contraceptive method during the visit (21, 196). 

Women not breastfeeding their infants can start combined 
OCs 21 days after delivery, or they can start progestin-only 
OCs immediately after delivery. Breastfeeding women can 
start progestin-only pills at six weeks postpartum, or they can 
start combined pills either at six months after delivery or 
when they stop breastfeeding, whichever comes first (85, 
245). In either case, women can be given the pills at any 
convenient time, such as after delivery or at a postpartum 
check-up, with instructions on when to start using them. 
Thus these women will not have to make a special trip for 
supplies when they are ready to start OCs. 
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Pill Effectiveness: Unresolved Issues 
No wnclusive evidence exists concerning how much 
antibiotic use. vomiting. and diarrhea-or antibiotics and 
gastmintestinal illness logether-affect the pill's abilicy 
to pmvent pregnancy. While impeded use is the primaq 
reason for pill failure, these other factors rn often reported 
among pill userr who bec~me pregnant-usually second 
to missing pills (47,207,253-255,258 25% Because 
some woman using OCP repart more than one reasan fot 
the possible failure of thls method, i t  LsdiWtcult to inter- 
pret to what extent antibiodc we, vomiting, and diarrhea 
reduce h e  pill's effectiveness. 

Drug Interactions 
Only a few drugs are thought to interfere significantly 
with OC effectiveness (243,245). Uvcr enzymo- 
inducing drugs have been chown to decrease the pill's 
effectiveness. 'Ihebe include the antibiotic tifamplcin, 
the antifungal griseofulvin. barbiturates, and anticonvul- 
sanls carbamazepiqe, phenytoia, and primadone (t2.32. 
34.44.125.172, 2023. 

BroadSpectrum Antibktics 
A numkr d small phatm~ologic studies evaluating the 
effect of broadspeclrum anribidics on OC effectiveness 
have found m ovulation among OC users taking these 
drugs. Whib in some studies ahinyl ~stradi l  concentra- 
tions among women decreased, the level of estrogen 
remained sufficient to prevent pregnancy (I I ,  35,42, 
64. 1W, 142, 145). Drugs studied include ampicillin. 
cipdoxacin. doxycycline, fluconazolc, ofloxacin, 
tmaflo~acin, tetracycline. and triazole. 

Nevertheless, some pill usera wha became pregnant 
report raking antibidice around the time of conception. 
Rrexample, 21% of women seeking a k i o n s  in New 
Ztaland reported taking antibiotics at this dme (207). 
Based on providers' questioning and assessment, the 
women in this study are not thoughl to have missad pills 
at the time of conception (207). In othexotudleo 4% to as 
many as 34% of women seeking abortions after OC fail- 
ure report concurrent antibiotic use, atthough these stud- 
ies do not report on other factors that may have played a 
pat in pill failure (47,255). 

One teason that concurrent antiblotlc use appears to be 
so common among w m n  experiencing pill failure may 
be the widespread uso of antibiotics: Some women will 
become pregnant because they missed pills, and, by 
chance, be using an t ib ioh  at the same time (74). 

Other women, however, are affected physiologically by 
antibiotic use. Some pill uscre' bodies ahsorb less cthinyl 
estradiol than others. Such women rely on gut flora to 
consume the ethinyl eslradid and recirculate it through 
the small intestine, Bmad-speclrum antibiotics, howaver, 
Ttrnove these flare, leaving ro m~charsiom to dislribute 
the cthhyl cslradiol(IO, 201). Soma researchero can- 

c1ude that only these women expcricnce pill failum as a 
result of using antibiotics [ 10,201.234). Unhrtunately, 
them is no way ta identify thew women in ridvan- (30 1 ). 

Pill users should nor stop taking antibiotics before finish- 
ing the full course prescribed to them, wen if they are 
afraid it wilt make the pill less effective. A growing num- 
ber of disease organisms nrc becoming resistant to 
widely used antibiotics bemuse people are not finishing 
their full course of antibiotics (257). 

Vomiting a d  Diarrhea 
Zr seven studies of pill users who became pregnant, 19% 
to 39% reported vomiting, diarrhea, or both in the cycle 
in which they conceived (47,207,253-225,258,259). 
Among a b o r t i o n - d m  in New Ztaland thought not lo 
have missed any pills, 39% reported diarrhea andlor 
vomiting around the time of conception (20'7). Similarly, 
ammg Danish women experiencing pill failure who had 
taken all of lhei pills. 23% repod gadtrotntcritis around 
the time of conception {253). 

Vomiting and diarrhea can interfere with absorption of 
both estrogen and pmgestin. Althugh the hormones in 
OCs arc absorbed in the upper intestinal tracl. the 
increased movement of the intestines during bouts of 
illness seems to rcducc hormohal absorption (63). Many 
pill users, however, m not aware that vomiting a d o r  
diarrhea may makc the pill less effective (19.47). 

What Advice to Give? 
No consensus cxisls on haw badvise pill: users. Some 
rtrommendaribns ruggest added protectbn durimg these 
times, whik others do not consider il neccpry. 

Amang dK advice that has,bctn offered arc he 
following: 

Pill ~lsers taking broad-spectrum entibiotks do not 
nead lo use r back-up method, 'since pharmacological 
studies do not show an increed risk of pill failure (84). 

+ ?iU users can use an additional method of contracep- 
lion if they want extra protection from pregnancy (7, 
234,24 I). 

+ Pill users can omit h e  seven-day hormoll~frae inter- 
val b e w n  pill packs whila taking antiblotics (72). 
hg-rerm usem of entibiotics can frrcreasc Qlcu contra- 
ceptme pmklion by switching to Ibgher-dasc pilIs, 
such as those mntainhg 50 w oiethifiyl estradial m). 
Women w i l  illnesses cawing vomiting and/or 
diarrhea can use an eddl1ima2 lrrethod or abstain from 
sexual inletcourse fbr 7 to 14 days rfter the illness 
(85,120,135,194,206). 
Women should take another pill if vomiting or 
diarrhea occurs within two hours after taking a pill. 
Two hours is sufficient rim for the hormones in 
thc.plll to be absorbed and maintain contraceptive 
effectiveness (8). 
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Postabortion family planning. Fewer than one-third of 
women in Latin America, Africa, and Asia receiving care for 
postabortion complications have ever used a modern contra- 
ceptive (1 85). Women expdenclng spontaneous or induced 
abortion return to fertility almost imrnedla~ely. Therefore 
facilities treating women br postabortion complications 
should also offer family planning counseling and services. 

I 

Good Logistics Management 
An effective contraceptive distribution system is crucial to 
provide women with pills reliably and regularly (54). Pills are 
not fully accessible if they are in short supply or entirely out 
of stock. Lack of attention to logistics management can 
undercut all other efforts to improve supplies and services. 

For example, in Uganda a program trained nurses to provide 
OCs, condoms, and Depo-Provera injectables in several 
communities. Within three months the number of new clients 
increased 84%. The contraceptive logistics system, however, 
did not keep up with the increase in family planning users, 
and supplies ran short in four of nine districts (1 14). If 
contraceptive supply remains irregular for long, clients lose 
confidence in a service provider. Clients are less likely to . 
return for services when they presume that their chosen 
method will not be available (54, 131 ). 

Family planning programs can use a variety of techniques to 
maintain a continuous supply of OCs. These include ware- 
house and distribution management, commodity forecast- 
ing, distribution resource planning, and logistics 
information technology. The essential element is to calcu- 
late the optimal number of supplies to order and thus reduce 
waste, operate more efficiently, and ensure access (54,131 ). 
Stockouts of progestin-only pills at service delivery points in 
Malawi fell from nearly 80% in 1998 to 10% in 1999 after a 
field-level distribution and logistics information system was 
set up (54). 

Toward More Effective Use 
Over 100 rnllllon women thmughour the world rely on oral 
contraceptives to meet their famtly planning needs. With 
adequate financial and policy support, family planning 
programs and providers can help women use the pil l 
effectively by: 

Increasing knowledge about the pil l through mass-media 
messages and other communication channels. As 
women learn more, they are better able to make informed 
decisions about their reproduciive health, to choose a 
contraceptive method that suits thelc needs, and to use 
this method effectively and with satisfaction. 
Improving the ability of providers to inform and counsel 
women about thepill, Wknpmv!dencan communicate 
clearly how to usethe plll-in partlcubr, how to manage 
side effects and how to make up missed pills-clients use 
the pill better and longer. 
Making OCs and other methods easily available. The 
fewer barriers that women face to obtain the pill, both 
initially and for resupply, the better they can rely on the 
pill to prevent pregnancy. 

Forty years after the introduction of the pill, family planning 
programs and providers have the knowledge, ability, and 
experience to help women use OCs effectively in order to 
achieve their family planning goals, improve their reproduc- 
tive health, and reduce the number of unintended pregnan- 
cies. Helping women use the pill contributes to safety, 
effectiveness, and users' satisfaction, now and in the future. 

Offering family planning as part of postabortion care can 
make a dramatic difference in contraceptive use. Many 
women being treated for postabortion complications want 
family planning. In Egypt, for example, 62% of postabortion 
patients decided to use a family planning method after 
counseling by a specially trained provider. Before family 
planning counseling was made a part of postabortion care, 
only 37% of patients decided to use family planning (98). 
Similarly, in Kenya before family planning counseling be- 
came part of postabortion care, only 7% of postabortion 
patients received contraceptive counseling, and only 3% 
obtained contraception. Afterwards, 68% of clients were 
counseled, and 48% received their chosen method (205). 

Child health clinics. Offering family pjanning along with 
immunization and other child health care services can be 
simple and successful. For example, immunization clinic 
workers in Togo selected 1,000 women randomly while 
their children were being immunized and said just three 
sentences to each about the availability of family planning 
methods at theclinic and the health benefits of child spacing. 
Six months later the average number of new contraceptors 
per month at the clinic had increased by 54% (97, 196). 

This storeroom in'golivia demonstrates effective supply manage- 
ment A range of contraceptives is in stock and well labeled. 
Logistics management ensures that supplies are always available. 

POPULATION REPORTS 



55. FAMILY PLANNING NEWS. Assurance on safety of contracep 
live oill: Weiuhed in the balances-And found beneficial. Familv 

1260-1261. May 4, 1996. 
28. COEYTAUX, F.M. and ALLINA, A.Thepill without prescription: 
The international experience. In: Samuels, S.E. and Smith, M.D., 
eds. The Pill: From Prescription to Over the Counter. Menlo Park, 
California. Kaiser Familv Foundation. 1994. D. 41-51. 
29. COGGINS, c., LAN'CER, A,, WINIKOFF.'~., LAZCANO, E.c., 

An asterisk (*) denotes an item that W a s  HEIMBURCER. A,. and SLOAN. N. Effectivenessof intenration of 

particularly useful in the preparation of this 
issue of Population Reports. 
I. ADINMA, 1.1. and OKEKE, A.O. The pill: Perceptions and usage 
among Nigerian sludents. Advances in Contraception 9(4): 341- 
349. Dec. 1993. 
2. AKHTER, H. A special obligationAccess to contraception. Net- 
work 13(3): 4-5. Research Triangle Park, Nonh Carolina, Family 
Health International. Mar. 1993. 
3. AKHTER, H.H., CHOWDHURY, M.E.E.K., RAHMAN, M.H., 
and HUSSAIN, M.A.I. Repon on a study to compare compliance, 
continuation and failure rates and rewned side effects of low dose 
and standarddoreoral pill in rural Bdngladesh. Dhaka, Bangladesh 
Institute d Research for Promotion of Essential and Reoroduttive - 

Health and ~&hnologies, Apr. 1996. I10 p. 
4. All, M. and CLELAND, I. Contraceptive discontinuation in six 
developingcountries: Acause-specific analysis. International Fam- 
ily Planning Perspectives 210): 92-97. Sep. 1995. 
5. All. N.. WELLS. E.. and SUlTON. D. Reviewing Drint material 
for oral c~ntracep(ives: Direction for the future. ~Ghington,  D.C., 
Pmwam for Aoorooriate Technolow in Health. lul. 9, 1998. 70 D. 
6. ~ E R I C A F ~  'HEALTH CONSUEANTS (AHC). prepare famiiy 
planning patients for successful pill-taking. ConlraceptiveTechnol- 
ogy Update 19(4): 45-47. Atlanla, Ceoqia, AHC. Apr. 1998. 
7. ANGLE, M., HUFF, P.S., and LEA, J.W. Interactions between oral 
corJracepives and therapeutic d w .  Oullook %I): I-6.Apr.1991. 
8. ANGLE, M. (INTRAWPRIME) IMaking up missed pillsl Personal 
communication, lun. 2000. 
9. ARMSTRONG, I.L., REID, M., and BICRICC, A. Scare over oral 
contraceplives. Effect on behaviour d women anending a family 
planning clinic [letter]. British Medical journal 31 t(7020): 1637. 
Dec. 16,1995. 
10. BACK, D.J. and ORME, M.L. Pharmawkinetic drul: interac- 
tions with oral contraceplives. Clinical Pharmacokinetics 18(6): 
472-484. lun. 1990. 
11. BACK, D.I., TIJA, I., MARTIN, C.. MILLAR, E., MANT, T., 
MORRISON, P., and ORME, M. The lack d interaction between 
temafloxacin and combined OC steroids. Contraception (43): 3 17- 
323.1991. 
12. BARDITCH-CROVO, P., TRAPNELL, C.B., ElTE, E.. ZACUR, 
H.A.,CORESH, I., ROCCO, L.E., HENDRIX, C.W.,and FLEXNER, 
C. The effects of rifampicin and rifabutin on lhe pharmacokinetics 
and pharmacodynamics of a combination oral contraceptive. 
Clinical Pharmacology and Therapeutics 65(4): 420-438. 1999. 
13. BARNElT, B, Fenility awareness benefits couples. Network 
17(1): 4-8. Family Health International. Fall 1996. 
14. BARNElT, 8, Zimbabwe's "clinics under trees" increase ac- 
cess. Nelwork 17(2): 15-16, Family Health International. Spring 
1999. 
15. BEKSINSKA, M.E., REES, V.H., NKONYANE, T., and MCIN- 
TYRE, ).A. Compliance and use behaviwr, an issue in injectable 
as well as oral contraceptive use7 A study of injectable and oral 
contraceptive use in Johannesburg. British lournal of Family Plan- 
ning 24(1): 21-23. Apr. 1998. 
16. BLACKBURN, R., CUNKELMAN,J.A.,andZLIDAR, V.M. Oral 
contraceptives: An update. Population Repons, Series A, No. 9. 
Baltimore, Johns Hopkins School of Public Health, Population 
Information Program, Spring 2000. 39 p. 
17. BORODITSKY, R., FISHER, W., and SAND, M. The 1995 Cana- 
dian Conlracephon Study. lournal of the Society d Obsteuicians and 
Gynecologists of Canada ( S p i a l  Suppl.): 1-3 1. Dec. 1996. 
18. BRADLEY, I. Using COPE to improve quality of care: The 
experience of the Family Planning Asmiation of Kenya. Qual- 
ity/Calidad/Qualit6, No. 9. Population Council, 1998. p. 1-24. 
19. 8ROMHAM. D.R. and CARTMILL, R.S.V. Kmledge and use of 
seconday cantracepion among patiem requesting termination of 
pregnancy. BritishMedicalloumal306(6877):55&557. Feb. 27,1993. 
20. BROOK, S.I. and SMITH, C. Do combined oral conlraceptive 
users know how to take their pills correctly? British Journal of 
Fdmily Planning 17(1): 18-20. Apr. 1991. 
21. CANALES, I.R.L., CARCAMO, I.A., CALINDO, J., VERNON, 
R., and BRAMBILA, C. Reproductive health and prenalal care. 
Washington, D.C., Populalion Council, Apr. 30, 1995. (INOPAL II: 
Final technical repor0 74 (Unpublished). 
22. CASTLE, S., KONATt M.K., ULIN, P.R., and MARTIN, 5. 
Clandestine contracepive use in urban Mali. Studies in Family 
Planning 30(3): 231 -248. Sep. 1999. 
23. CENTRAL BUREAU OF STATISTICS. STATE MINISTRY OF 
POPULATION/NATIONAL FAMILY PLANNING COORDINA- 
TION BOARD. MINISTRY OF HEALTH. and MACRO INTERNA- 
TIONAL (MI). Indonesia Demographic ;nd Health Survey, 1994. 
Calvenon, Maryland, MI, Oct. 1995. 366 p. 
24. CENTRAL BUREAU OF STATISTICS, STATE MINISTRY OF 
POPULATION/NATIONAL FAMILY PLANNING COORDINA- 
TION BOARD, MINISTRY OF HEALTH. AND MACRO INTERNA- 
TIONAL (MI). Indonesia Demographic and Health Survey, 1997. 
Calvenon, Maryland, MI, Oct. 1998. 324 p. 
25. CHASAN-TABER, L., WILLETT, W.C.. STAMPFER, M.J., 
HUNTER, D.I., COLDITZ, C.A., SPIECELMAN, D., and MAN- 
SON, I.E. A prospective study of oral contraceptives and NlDDM 
among US. women. Diabetes Care 200): 330-335. Mar. 1997. 
26. CHILD, T.I., MACKENZIE, 1.2.. and REE5, M. Terminations of 
pregnancy, not unplanned delwerles, increased as result d pill 
scare Ilenerl. BritishMed1callournal313(7063): 1005.Oct 19,1996. 
27. CHILD;T.J., REES, M., and MACKENZIE, 1.2. Pregnancy termi- 
nations aher oral conlraception scare Iletterl. Lancet 347(9010): 

self-screening dl STDS into famil; planning programs. ~rkentedat  
the American Public Health Association 126th Annual Meeting, 
Washington, D.C., Nov 15-16, 1998. 
30. CNN. No prescript~on for the Pdl? FDA considers making the 
pi l l  available over-the-counter. CNN.com. lun. 29, 2000. 
<h~p://www.cnn,com~2000/HEALTH/womed06/29/piII.prescrip 
tionnshdex.htrnl> 
31. CONNELL, E.8. Patient counseling. Advances in Contracep 
lion 8(Suppl. I): 67-73. Oct. 1992. 
32. COTE, J, Interaction of griseofulvm and oral conlraceplives. 
Journal ofthe American Academy of Dermatology 22(1): 124-125. 
Jan. 1990. 
33. COnEN, N., STANBACK, I., MAIDOUKA, H., TAYLOR- 
THOMAS, J.T., and TURK, T. Early discontinuation of conlracep- 
live use an Niger and The Cambia. International Family Planning 
Perspectives 18(4J: 145-149. Dec. 1992. 
34. CRAWFORD, P., CHADWICK, D.J., MARTIN, C., TIIA, I., 
BACK, 13.1.. and ORME, M. The interaction of phenytoin and 
carbamazeoine with combined oral contrace~tive steroids. 8ritish 
b r n a l  dtlonacal Pharmacolqy 30(Q: 892-'896. Dec. 1990. 
35. CSEMtCZKY. C.. ALVCNDAL. C.. and LANI)CREN. 8.M. Risk 
f i r  ovulation in women takinga lkvdose OC (~icrog@wn) when 
receivingantibacter~al treatmentwith fluoroquin~lone(dloxacin). 
Advances in Contraception 12(2): 101-109. lun. 1996. 
36. CURTIS, S.L. and BLANC, A.K. Determmants of contraceptive 
failure, switching and discontinuation: An analysis of DHS contra- 
ceptive histories. Calvenon, Maryland, Macro Intemalional, Oct. 
1997. (DHS Analytical Repons No. 6) 50 p. 
37. DARNEY, P.D. OC practiceguidelines:MinimizingsideeHects. 
International Journal of Fenility and Women's Medicine 42(Suppl. 
I): 158-169. 1997. 
38. DAVIS, A. and WYSOCKI, S. Cliniciadpatient inleraction: 
Communicating the benefits and risks of oral contraception. Con- 
traception 59(1 Suppl.): 395-42s. Ian. 1999. 
39. DE BOER, A. and HERINGS, R.M. Oral contraceptives without 
prescriplion Iletterl. Lancet 342(8877): 993. Oct. 16, 1993. 
40. DEIJEN, 1.0. and KORNAAT, H. The influence of type of 
information, matization, and locus of contml on attitude, knowl- 
edge, and compliance woth respect tothe trlphasic oral contracep 
twe Trl-Minulet. ContraceMlon 56(1): 3 1-41. lul. 1997. 
41. DEPARTMENT OF NATIONAL HEALTH AND PoPuLAnoN 
DEVELOPMENT, S.A. Annual report on famdy planning statistics 
1992-1993. Depanment of National Health and Population De- 
velopment, South Africa. 1993. 
42. DEVENPORT. M.H., CROOK. D., WYNN, V., and LEES. 1.1. 
Metabolic effectsof lowdose flucbna;ole in healthy female &err 
and non-users of oral contraceotives. British Journal of Clinical 
Pharmacology (27) 851-859. 1489. 
43. DILLNER, L. Pill scare lmked to rise inabonions. Britishlournal 
of Medic~ne 312(7037J: 996. Apr. 20, 1996. 
44. DONLEY, T.C., SMITH, R.F., and ROY, 0. Reduced oral con- 
lraceptwe effectiveness with concurrent antlb~otic use: A protocol 
for prescrib~ngant~b~otics to women of chddbearing age. Compen- 
dium Il(6): 392-396. Iun. 1990. 
45. DOUCOURE, A,. DIENEBA, D., TOURE, F., TRAORE, A,, 
DOUMBIA, 5.. SANOCO, D., HUNTINGTON. D., and VIADRO, 
C. The effect of a family plannmg CBD project in Mali. In: Foreil, 
l.R, and Frejka, T., eds. Family Planning Operations Research: A 
Bookof Readmgs. NewYork, PopulationCouncil. 1998. p. 115-1 20. 
46. DRENNAN, M. Reproductive health: New perspeclives on 
men's panicipatlon. Populatton Repons, Ser~es I, No. 46. Balti- 
more, Johns Hopkins School of Publ~c Health, Population informa- 
tion Program, Oct. 1998. 36 p. 
47. DUNCAN, C., HARPER, C., ASHWELL, E,, MANT, D., 
BUCHAN, H., and IONES, L. Termination of pregnancy: Lessons 
for prevention. British Journal of Family Plannmg 1 5(4): I1  2-1 17. 
Ian. 1990. 
48. ELOMAA, K., ROLLAND, R., BROSENS, I., MOORREES, M., 
DEPREST, I., TUOMINEN, I., and L~~HTEEN~KI, P. Omitting the 
first oral contraceptive pills of the cycle does not automatically 
lead to ovulation. Amer i in lwmal of Obstetrics and Gynecology 
179(1): 41-46.lul. 1998. 
49. ENTWISLE, 0.. RINDFUSS, R.R., WALSH, 5.1.. EVANS, T.P.. 
and CURRAN, 5.R. Geographic dormation systems, spatial net- 
work analysis, and contraceptive choice. Demography 342): 171- 
I 87. I 997. 
50. ENUNLU, T. and DOCAN, 8.G. Contraceptive use dynamics 
in Turkey. In: Akin, A. and Benan, M., eds. Contraception, Abor- 
tion, and Maternal Health Sewices in Turkey: Results of Funher 
Analysis of the 1993 Turkish Demographic and Health Survey. 
1996. Calvenon, Maryland, Macro International. p. 13-65. 
51. FAMILY HEALTH INTERNATIONAL (FHI). Checklist for clients 
who want to initiate combined oral contraceptives (COCs) in 
community-based services (CDS). FHI (Website). htlpJ/www..(hi.or 
glelJfp/checklistse/chkls~fpe/c~~chkl.htmI. Oct 8, 1999. 
52. FAMILY HEALTH INTERNATIONAL (FHI). Checklist 10 ruleout 
pregnancy for non-menstruating family planning clienls. FHl 
(Website). ht~pJ/w//www.lhi.o~e~fp/checklistse/chklstfpdpqckl 
.html. Oct 8, 1999. 
53. FAMILY HEALTH INTERNATIONAL (FHI). Pregnancy-related 
morbidities affect millions. ResearchTriangle Park, NonhCamlina, 
FHl, Feb. 15, 1994.2 p. 
54. FAMILY PLANNING LOGISTICS MANAGEMENT 
(FPLMUJOHN SNOW, INC. (JSIJ. Programs that deliver: Logistics' 
contributions to better health in developing countries. Arlington, 
Virginia, FPLMIISI, 2000. 11 7 p. 

~ongrerr of the European Socllly of Contraception, Barcelona. Italy) 
56. FMILY PLANNING SERVICE EXPANSION AND TECHNICAL 
SUPPORT (SEATS II) Project. Mainstreaming quality improvement m 
family planning and reproductive health sewices dclivq: Context and 
case studies. Arlington, W~inia, bhn Snow. Inc., Ian. 2000.93 p. 
57. FARRELL, 8.. SOLTER, C., and HUBER, D. Comprehensive 
reproductive health and family planning training curriculum: Module 
5: Emergency contraceptive pills. Pathfincler lnternatioml (Websitel. 
httpJ/w.pa~hl ind~o~tmVmod~l inkr .htm Nov. 1997. 
58. FATHONAH, S. Contraceptive use dynamics in Indonesia. 
Calvenon, Maryland, Macro International, lul. 1996 (Demo- 
graphic and Health Surveys Working Paper No. 20) 31 p. 
59. FINGER, W.R. LJsingoral contraceptives correctly: Progress on 
package inslructions. Network 12(2): 14-1 7,27. Research Triangle 
Park, Nonh Carolina, Family Health International. Sep. 1991. 
60. FINGER, W.R. Oral contraceptives are safe, very effective. 
Network 16(4): 4-8. Research Triangle Park, North Carolina, Fam- 
ily Health International. Summer 1996. 
61. FINGER, W.R. Commercial sector can improve access. Net- 
work 18(2): 12-15. Research Triangle Park, Nonh Carolina, Fam~ly 
Health International. Winter 1998. 
62. FONTAINE, A,, POlTER, L., and VENEY, I.E. Use-effectiveness 
of oral conlraceplives and qual~ty of care. Apr. 25, 1993. 28 p. .  
(Unpublished). 
63. FOTHERBY, K. Interact~onswithoralcontraceptives.American 
lournal of Obstetrics and Gynecology 163(6 PI. 2): 2 153-2 159. 
Dec. 1990. 
64. FRIEDMAN, C.I., HUNEKE, A.L., KIM, H.M.,and POWELL, I. 
The effect of ampicillin on oral contraceptlve effediveness. Ob- 
stetrics and Gynecology (164): 33-37. 1980. 
65. CANDOTRA, M.M. and DAS, N.P. Factors influencing choice 
of a contraceptive and the reasons for its discontinuation. In: Khan, 
M.E. and Cernada, C., eds. Spacing as an Alternative Strategy: 
India's Family Welfare Programme. New Delhi, BR Publishing 
Corporation. 1996. p. 95-1 14. 
66. CARC, S.K., CHASE, H.P., MARSHALL, G., HOOPS, S.L., 
HOLMES, D L ,  and IACKSON, W.E. Oral conlraceplives and renal 
and retinal complications in young women with insulin-dependent 
diabetes mellitus. lournal of the American Medical Asmiation 
27104): 1099-1102.Apr. 13, 1994. 
67. CLASIER, A. SafeIy of emergency contraception. lournal d the 
American M e d i i l  Women's Associalion 536): 219-221. Fall 1998. 
68. CRIFFEY BRECHIN, S.I., SULLIVAN, R., SMITH, T., and LA- 
COSTE, M. Improving performance of healthcare providers 
thrwgh struc~ured on-the-job training: A pilot test in Zimbabwe 
and Kenya. Ballimore, lohsn Hopkins International Education and 
Training in Reproductive Health, Mar. 1999. (No. IHP-04) 32 p. 
69. CRIMES, D.A. Over-the-counter oral contraceptives-An im- 
modest proposal7 leditoriall. American lournal of Public Health 
am): 1092-1094. A U ~ .  1993. 
70. GRIMES, D.A. Aguest editorial: Over-the-counter oral contra- 
ceptives: An idea whose time has not quite come leditoriall. 
Obstetrical and Gynecological Survey W6): 41 1-412. lun. 1995. 
71. CUILLEBAUD, I. Practical prescribing of the combined oral 
contraceptive pill. Unpublished, 1989. 25 p. 
72. GUILLEBAUD, J. The Pill. 5th ed. London, Oxford Univ. Press, 
1997.288 p. 
73. CUILLEBAUD, I. The Pill and O~her Forms of Hormonal Con- 
traception. 5th ed. Oxford, Oxford University Press, 1997. 320 p. 
74. GUILLEBAUD, 1. (Margaret Pyke Family Planning Centre) 
IComments on draft repon, 'Helping women use the pill"l Per- 
sonal communication, May 24, 2000. 
75. G U I L L E O A U D , I . C o n t r a c e p t i o n T o d a y : A p x k e l b I  
Practitioners. 4th ed. London, Manin Dunih, lun. 2000. I20 p. 
76. GUILLEBAUD, I. Will the pill becomeobsolete in this century? 
Family Planning Perspectives 32(2): 93-95. MarJApr. 2000. (Avad- 
able: http://ww.agi-usa.o~p~br/journals/3209300,html~l~ 
77. GUPTA, A,, CHOUDHURY, O.R., and BALACHANDRAN, I. 
Touch me, louch-me-no!: Women, plants and healing. In: Women's 
Beliefs about Disease and Health: Kali for Women. 1997. p. 66-91. 
78, HA, P.T.T., HANH, L.T., DUNG, N.T.K., SA, N.T., and 
SCHULER, S.R. Reproduclive tract infeclions and contraceptlve 
method choice: Findings born a qualitative shldy in Metnam. 
1999. 18 p. (Unpublished). 
79. HALPERIN, E.C. Oralcontraceptives asover-the-counter medl- 
cation. Nonh CarolinaMedical lournal 556): 183-1 86. May 1994. 
80. HARDEE, K., CLYDE,M.,MCDONALD, O.P., BAILEY, W., and 
VILLINSKI, M.T. Assessing family planning sewicedelivery prac- 
tices: The case of private physicians in lamaica. Studies in Family 
Planning 26(6): 338-349. Nov./Dec. 1995. 
81, HARDEE, K., IANOWIR, 0.. STANBACK, 1.. and VILLINSKI, 
M.T. What have we learned from studying changes in service 
delivery guidelines and ~ractices? Inlernational Family Planning 
~ e r s ~ e i t i i e s  24(2): 84-90. Jun. 1998. (Available: h t t p ~ / ~ w a g ~ - u ;  
a.Orrlwbr/iournal~408498.html. Accessed Auc. 13. 1999) 
82. KARV~Y, P.D. 1991 Contraceplive social ma;keting statistics. 
Washlnglon, DL., DKT Internalional, lun. 1992.6 p. 
83. HARVEY, P.D. 1998 Contraceplive social marketing statistics. 
Washington, D.C., DKT Inlernational, Sep. 1999.8 p. 
84. HATCHER, R.A. and CUILLEBAUD, 1. The pill: Combined oral 
conlraceplives. In: Hatcher, R.A., Trussell, I., Stewan, F., Cater Ir., 
W., Stewan, C.K., Cwsl, F., and Kowal, D. Contraceptive Tech- 
nology. 17th ed. New York, Ardent Media. 1998. p. 405-466. 
' 85. HATCHER, R.A., RINEHART, W., BLACKBURN, R., CELLER, 

IS., and SHELTON, ID. The Essentials of Contraceptive Technol- 
ogy. Baltimore, lohns Hopkins School d h b l i c  Health, Population 
Information Program, lul. 1997.340 p. 
86.-HAVANON, N., KANCHANASINITH, K., POlTER, 1.. and 
CANAMAR, R. Thailand: Study d pill compliance among drug- 
store purchasers. Bangkok, Oct. 1992.42 p. 

POPULATION REPORTS 

- - - 



87. HELZNER. I.F.. CARAM, M., CORDERO, M . ,  and 
SANGIOVANNI, G. Assessmg slralegles lo promote high quahly 
care: The case of PROFAMILIA, Dominican Republic. Presented 
a1 the Amer~can Public Heallh Associalion I1  81h Annual Meeting, 
New York, Sep. 30-Ocl. 4. 1990. lnternalional Planned Parenl- 
hood Federation. PROFAMILIA. Oct. 1990. I 0  p. 
88. HILLARD, PI. Oral conlraceplion noncompliance: The exlent 01 
h e  poblem. Advances in Contraception MSuppl. I): 13-20. Oct. 1992. 
89. HILLARD, P.I. Famdy plannmg In the leen populal~on. Currenl 
Opin~on in  Obstetrics and Gynecology 36): 798-804. Dec. 1993. 
90. HODCINS, S. Contraceptive use and beliefs among women in 
rural Togo. 1999. 
91. HOSSAIN, M.B. and PHILLIPS, I.F. The lmpacl ofoulreach on 
the conlinuily of oral conrraceplive use in rural Bangladesh. Stud- 
ies bn Family Planning 2712): 98-106. MarJApr. 1996. 
92. HOUCHTON. A. Oral conlraceplives wi~houl  prescriprion 
Ilellerl. Lancel 342l8877): 993. Ocl. 16, 1993. 
93. HUBACHER. D., GOCO, N.. GONZALEZ, 0.. and TAYLOR. 
D. Faclon affecting conlinuat~on rales of DMPA. Conlraceplion 
60045-351). 1999. 
94. HUBACHER, D. and POTTER, L. Adherence looral conlracep- 
tive regimens in four counlries. lnlernal~onal Famdy Plannmg 
Perspeclives 19(2): 49-53. lun. 1993. 
95. HUEZO. C. and CARIGNAN, C.S. Medical andservicedelivery 
gu~delines for family planning. 2nd ed. Inlerna~ional Planned 
Parenthood Fecleralion (IPPF) Medical Pubhcal~ons. London, IPPF, 
World Heallh Organ~r.il~on, and AVSC Inlernalwnal. 1997 298 p 
96 HoEZO. (:. an11 MALHOIRA. b. Cnooce anu use-conr~nual~on 
of methods of contraceplion: A multicenlre study. London, Inlcr- 
nalional Planned Parenlhood Federal~on. 1993. 163 p. 
97. HUNTINGTON, D. and APLOGAN, A. The inlegration 01 
family planning and childhood ~mmunizalion servlces in Tqo. 
Stud~es in Family Planning 250): 176-183. Mayllun. 1994. 
98. HUNTINGTON, D., HASSAN, E.O., ATTALLAH, N., TOUBIA, 
N., NAGUIB. M., and NAWAR, L. Improvinglhe ~nedical care and 
counseling of postabon~on patienls i n  Egypt. Studies in Family 
Planning 26(6): 350-362. NovJDec. 1995. 
99. INWNESIA NATIONAL FAMILY PLANNING COORDINAT- 
ING BOARD (BKKBN). The operalional aspect of p o p l a l ~ o n  and 
familv olannine ororram imolemenlalion. BKKBN (Website). 
n1t~)~iw~w.bkw6n;~o.;d,en~tshc.hlm. Unu~led.  
100. INIERNATIONAL WORKING (;ROIIP O N  ENHANCING; 
PATIENT COMPLIANCE AND ORAL CONTRACEPTIVE EFFI- 
CACY. A consensus slalement: Enhancing patient compliance and 
oral conlraceplive efficacy. British burnal of Fam~ly Planning (1 81: 
126.129. 1993. 
101. IVERSEN, O.E. and NILSEN, S.T. The recenl p ~ l l  scare and 
number of legal abortions in Noway. Acla Obsletric~a e l  Gyne- 
cologica Scandinavica 737): 690-691. Aug. 1996. 
102. IAIN, A. Should el~minaling unmel need for consacepLion 
continue lo be a program priorilyf lnlernalional Family Planning 
Perspect~ves 25(Suppl.): 539.543. 549. Ian. 1999. 
103. JOHNS HOPKINS CENTER FOR COMMUNICATION PRO- 
GRAMSIPOPULATION COMMUNICATION SERVICES 
(IHUIPCSI. New research documents success of lohns Hopkins 
GATHER counsel~ng for family planning. IHUPCS (Webrile). 
h~tp://www.jhuccp.o~newr/020899stm. Feb. 8, 1999. 
104. JOHNS HOPKINS CENTER FOR COMMUNICATION PRO- 
GRAMSIPOPULATION COMMUNICATION SERVICES 
(IHUIPCS). Nepal's radio communication projecl. IHUIPCS 
IWebsiteI. h1to:lIwww.ihucco.o~ee~anl4.nm. 2000. 
10s. IOHNS HOPKIN'S CEN IERIFOR COMMUNICAIION PRO- 
CRAMSIPOPLLATlOh COMMdhICATtOA SERVICES ~. - - -  . - - - - - -~ 

MUIPCS). Scripts from Nepal radioshow, 'Cut Your Coat Accord- 
ing lo Your Cloth." Ballimore. JHUIPCS, 2000. 
106. jOHNS HOPKINS CENTER FOR COMMUNICATION PRO- 
GRAMSIPOPULATION COMMUNICATION SERVICES 
lIHU/PCS). Scripts from Nepal radio show, *Sewice Brings Re- 
wards." Baltimore, IHUPCS, 2000. 
107. IOHNS HOPKINS PROGRAM FOR INTERNATIONAL 
TRAINING IN REPRODUCTIVE HEALTH OHPIEGO). Performance 
mprovement process JtIPIECO (Webs re). h ~ ~ p / / w w w  reprohne.~ 
hu.edu/enclisW3imvrove/30rocesr/30iih~m Ian. 20. 1999. 
108.  ION^, E.F. ~ccess!b i i i l~  as a delerminant or~onlrace~l ive 
method choice. In: Bulatao, R.A.. Palmore, I.A., and Ward, S.E., 
eds. Choosing a Conlracept~ve: Me~hod Cho~ce In Asla and the 
Uni~ed States. Boulder, Colorado, Westview Press. 1989. p. 57-77. 
109. KANE. T.T.. GAMINIRATNE, K.H.W.. and STEPHEN. E.H. 
Contraceptwe method sw~tchmg ~n Srl Lankx Patterns and ~mph 
cabons. Internabonal Famtlv Plannlne Perswcwer 14(21. 68-75 " .  
lun. 1988. 
110. KELLER, 5. Beller communicalion improves OC use. Network 
16l4): 10-13. Research Triangle Park. Norlh Carohna, Family 
Heallh Internalional. Summer 1996. 
11 I. KILLICK, S.R. Patient education and understanding: Acrilical 
review. Advances in Contraception 8lSuwl. I): 57-65. Ocl. 1992. 
1 12. KILLICK, S.R., BANCROFT, K., OELBAUM, S., MORRIS, I., 
and ELSTEIN, M. Extending the duration of the pill-free interval 
during combined oral conlraception. Advances in Contraception 
6(1): 33-40. Mar. 1990. 
11 3. KINCAID, D.L. Soc~al networks, ideation, and conlraceplive 
behavior i n  Bangladesh A longitudinal analysis. Social Science 
and Medlcine 50(2): 21 5-23]. Jan. 2000. 
114. KNAUFF, I., MUHUHU, P,, and YUMKELLA, F. Improving 
service access in  Ihe mountains of the moon. Chapel Hill, Nonh 
Carolina, Program lor lnlernalional Training In Heallh, 1994. 6 p. 
115. KNOWLES, I. and RINGEL, M. All About Binh Control: The 
Complele Guide. Issued by Planned Parenthood Federation of 
America. New York, Three Riven Press, 1998. 240 p. 
116. KOLS, A. and SHERMAN, ).E. Family planning programs: 
Improving quality. Series I, No. 47. Baltimore, lohns Hopkins 
School of Public Health, Populalion Information Program, Nov. 
1998.40 p. 

117. KONTULA, 0. and HAAVIO-MANNILA, E. Finland. In: Fran. 
coeur, R.T., ed. The lnlernalional Encycloped~a of Sexualily. Vol. 
1. New York. Conlinuum. 1997. p. 419-491. 
' 118. KORVER, T., GOORISSEN, E., and CUILLEBAUD, I. The 

combined oral conlraceprive pill: What advice should we give 
when rable~s are m~ssed? Bntish lournal of Obslelrics and Gynae- 
cology lO2l8): 601 -607. Aug. 1995. 
119. KOST, K. The dynamics of cmtraceplive use in Pem. Studies 
in Family Planning 24(2): 109-119. MarJApr. 1993. 
120. KOVACS, C.T. and MURTAGH. I. Survey of general practi- 
lioner inslruct~ons lo oral conlraceplive users. Auslralian Famaly 
Physician 236): 915-918. May 1994. 
121. LANDGREN, B.M. and CSEMICZKY, G. The cffecl on follicu- 
lar growlh and luteal function of "mlsslng the pill." A comparison 
between a monophasic and a lriphas~c combined oral conwaccp- 
Ilve. Conlraceplion 43(2): 149.159, Feb. 1991. 
122. LANDGREN, B.M. and DICZFALUSY, E. Hormonal conse- 
quences of missing Ihe pill dur~ng the ftrsl IWO days 01 three 
conseculwe arlilicml cycles. Conlraceplion 29(5): 437-446. 1984. 
121. LARSON, A,, ISLAM, 5.. and MITRA, S.N. t'd use in Bangla- 
desh: Compliance, con1imration and uninlenlional pregnancies. 
Report on the 1990 pil l  use study. Dhaka, Mitra and Asroc~ales, 
lul. 1991. 70p. 
124. LAWRENCE, H. How early-cycle side eflece discourage p ~ l l  
use. Conlemporary CbIGyn 42(9): 45-49, 52, 55-59. Sep. 1997. 
125. LEBEL, M., MASSON, E., GUILBERT, E., COLBORN, D., 
PAQUET, F., ALLARD, S., VALLEE, F., and NARANG, P.K. Effects 
of rdabutin and rifampicin on the pharmacokine~ics of ethinyles- 
lradiol and norethindrone, lournal of Clinical Pharmacology 
380 I): 1042-1050. Nov. 1998. 
126. LEI. 2.-W., WU, S.C., GARCEAU, R.1, HANG, S., YANG, 
Q.-Z., WANG, W.-L., and VANDER MEULEN, T.C. Effecl of pre- 
Ireamen! counseling on disconlinuation rates In Chinese women 
given depo-medroxyprogesterone acetate ior conlraceprion. Con- 
Iracepllon (53): 357-361. 1996. 
127. LETTERIE. G.S. and CHOW, G.E. Effec~ of "missed" pills on 
oral contraceptive eflec~iveness. Obstetrics and Gynecology 797916): 
979-982. 1un. 1992. 
128. LEWIS, G.L. and LISKIN, L.S. Perceplions of oral conlracep 
lives: Pretest results of new package label. Dall~more, lohns Hop- 
kins School of Public Health, Population Communicalion Services, 
May 1997. Ill p. 
129. LOZA, S.F., SAYED, H.A.A.. and POTTER, L.S. Oral conlra- 
ceptive compliance and conr~nuation in Egypt: Complementary 
findings of EDHS (1988) and focus group research. Cairo, Cairo 
Demographic Center, 1991. (Work~ng Paper No. 22) 24 p. 
130. MAGGIOLI, F., PURICELLI, G.. DOTTORINI, M., CAPRIOLI, 
S., BIANCHI, W., and SUTER. F. The effect of ciprolloxacin on oral 
conlraceptive slero~d Irealmenls. D ~ g s  Under Experimental and 
Clin~cal Research 17(9): 451-454. 1991. 
131. MANAGEMENT SCIENCES FOR HEALTH (MSH) FAMILY 
PLANNING MANAGEMENT DEVELOPMENT, ED. MILLER, I., 
SERIES ED, Improving conlraceplive supply managemenl. Family 
Planning Manager, Boslon, MSH, Vol. I Sep.10~1. 1992. 20 p. 
132. MCCAULEY, A,, ROBEY, B., BLANC, A,, and GELLER, I. 
Opponunities for women through reproduclivechoice. Populalion 
Reporls, Series M, No. 12. Baltimore, lohns Hopkins School 01 
Public Heallh, Populalion Information Program, lul. 1994. 39 p. 
133. MELIAN, M.M. La d~nlmtca del uso ile la anl~concepc~bn en 
Paraguay: Un anll~sis de disconlinuaci6n, falla, y cambio de 
m6lodos con lablas de vda. ISPAI IContracepwe usedynam~cs in 
Paraguay: A life-!able analysis of discontinualion, failure, and 
swi~chingl. Calvenon. Malyland, Macro Internalional, lun. 1994. 
(Seminario sobre la Dinamica Anliconcepliva en America Lalina) 
134. MENSCH, B.S., BRUCE, I., and GREENE, M.E. The uncharted 
passage: Girls' adolescence in !he developing world. Populalion 
Council, 1998. 1 IS  p. 
135. MILLER, C. The combined oral conlraceptive. A practical 
guide. Auslralian Family Physician 19(6): 897,900-906. Jun. 1990. 
136. MILLER, C. and MURTAGH, 1. Combined oral contraception. 
Australian Family Physician 21(12): 1787-1788. Dec. 1992. 
137. MILLER, K., MILLER, R., and FASSIHIAN. G. How do prwid- 
err restricl access to family planning melhodsf Populalion Council, 
1998. (Unpublished). 
138. MILLER, K., MILLER, R., and KOTKIN, D.I. Qualify of care in 
African lamdy plannmgprogramr: Asurvey offindings fromsilualion 
analysis sludies. New York, Poplation Council, Sep. 1995. 19 p. 
139. MITRA, S.N. and AL-SABIR, A. Conlraceplive use dynamics 
in Bangladesh. Calverlon, Maryland, Macro Internalional, Oct. 
1996. (DHS Working Papers No. 21) 28 p. 
140. MOLLOY, B.G., COULSON, K.A., LEE, I.M., and WATTERS, 
I.K. 'Missed pill" conceplion: Fact or fiction? British lournal of 
Medicme 290(64801: 1474-1475. May 18, 1985. 
141. MORENO, L. and GOLDMAN. N. Conlraceplive failure rater 
In develop~ng counlrles: Evidence from Ihe Demograph~c and 
Heallh Surveys. Internalional Family Planning Perspeclives 17(2): 
44-49. Jun. 1991. 
142. MURPHY, A.A., ZACUR, H.A.,CHARACE, P., and BURKMAN, 
R.T. The effecld lelracyclineon level of oral conlracepives. Amen- 
can Inrrnal of Obslerrics and Gynecology (1 64): 28-13. 1991. 
143. MURPHY, E. and STEELE VERME, C. Client-provider inlerac- 
lions in family planning services: Guidance from research and 
program experience. In: Technical Guidance/Competence Work- 
ing Group. Recommendarions for updalmg selected practices in 
conlracepive use: Volume II. Chapel Hill, North Carolina, Sep. 
1997. p. 187-194. 
144. MURRAY, C.I.L. and LOPEZ. AD. The global burden of disease 
in 1 9 9 0 ~  Fmal resulls and lheir rensiliv~ty lo allemalive epidemiologl- 
calperspectives, dircounlrales, age-wighe, anddiubility weights. In: 
Murray. C.J.L. and Lopez, AD., eds. The Global Bwden d Disease. 
The Global Burden d Disease and Injury Series. Vol. 1. Boslon, 
Massachurens, Harvard University Press. 19%. p. 247-293. 
145. NEELY, I.L., ABATE, M., SWINKER, M., and D'ANGIO, R. The 

r f fec~  of doxycyclineon serum levels ofethinyl estradiol, norethin- 
drone, and endqenous progesterone. Obslelrics and Gynecology 
770): 41 6-420. Mar. 1991. 
' 146. OAKLEY. D. Rethinking palienl counseling techniques for 

changing conlraceplive use behav~or. Amer~can lournal olObslel- 
rics and Gynecology 170(3, PI. 2): 1585-1590. May 1994. 
147. OAKLEY, D., POTTER, L.. DE LEON-WONG, E.. and VIS- 
NESS. C. Oral conlraceptive use and protective behavior after 
missed p~lls. Family Planning Perspeclives 29l6): 277-279, 287. 
Nov.lDccc 1997, 
148. OAKLEY, D., SEREIKA, 5.. and BOGUE, E.L. Oral conlracep- 
tive pill use aher an in~lial visit lo a family plannmg clmic. Family 
Planning Perspeclives 23(4): 150-1 54. JulJAug. 1991. 
149. O R D ~ ~ E Z  G~MEZ.  M. La dinamlca anrlconceobva en Colom- 
bia: discontinuacion del de metodor an~iconc&~ivor, cambio y 
taus de falla de 10s rnetodos. ISPAI IConlraceol~ve dvnamics in Colom- . .. . , 
bia: discontinuation d conloceptive me~hods, change, and failure 
ralesl. Calwnon, Maryland, Macro Inlernal~onal. Jun. 1994. Eem~lwrio 
sobre la Dinamica Anticonceptiva en America Latina) 26 p. 
150. OSLER, M. and RIPHAGEN, F.E. Contraception survey: Den- 
mark 1988. Conlraceplion 426): 507.521, Nov. 1990. 
151. OTTOLENGHI, E. (Populalion Council1 llncreasing pill ac- 
cessl Personal communwAion, May 15, 2000. 
152. PADILLA, A. La din6mica del uso de la anliconcepcibn en el 
Peril: Un andlisis tle disconlinuac16n, falla, y cambio de merodor. 
ISPA] IConlraceplive use dynamics In Peru: An analysis of discon- 
linualion, failure, and swilchingl. Calverton, Maryland, Macro 
Inlernational, lun. 1994. (Seminario sobre la Dlnamica Anticon- 
cept~va en Amer~ca Latina) 
153. PEREZ, A. and TABIIE, T.L. Conlraceptive discontinualion. 
failure, and rwilchmg behavior In the Phllippmes. Calvenon, 
Maryland. Macro Inrernational, Apr. 1996. (DHS Working Papers 
No. 18) 25 p. 
lS4.PETERSEN. K.R.,SKOUBY,S.O.,SIDELMANN, I.,MOLSTED- 
PEDERSkN, L., and IESPERSEN, I. Efiecls of conlraceplive sleroids 
on cardiovascular risk factors in women wilh insulin-dewndenl 
diabetes melli~us. American lournal of Obste~rics and Gy"ecolqy 
171(2): 400-405. Aug. 1994. 
155. PHILLIPS, I.F., HOSSAIN, M.B., and ARENDS-KUENNINC, 
M .  The long-lcrm demographic role of communi~y-based fam~ly 
planning in ~ r a l  Bangladesh. Studies in Family Planning 27(4): 
204-219. JuLIAug. 1996. 
156. PIOTROW, P., KINCAID, D.L., RlMON Ill, I., and RINEHART. 
W. Heallh Commun~calion: Lesrons From Family Plannmg and 
Reproclucl~ve Health. Wesrpon, Conneclicul, Pneger, 1997. 307 p. 
157. PIOTROW, P.T. Informed chocc: A responsibilily lhal goes 
beyond the provider. In: Gallen, M.A., Leltenmaier, C., and Green, 
C. P. Counseling makes a difference. Population Repons, Series I, 
No. IS .  Dallimore, lohns Hopkins School of Public Healrh, Popw 
lalion Informalion Program, Nov. 1987. p. 15. 
158, PIOTROW, P.T., TREIMAN, K.A., RlMON Ill, 1.G.,YUN,S.H., 
and LOZARE, B.V. Slralegier lor family planningpromotion. Wash- 
Inglon. D.C , World Bank. 1994. (World BankTechn~cal Paper No. 
223) 58 p. 
159. POLANCO, 1.1. La dlnam~ca de uso de anhconcepc16n en la 
Republica Dominicana: Un  andlisis de disconlinuaci6n. falla, y 
cambho de m6tdos. ISPAl IConlracepl~ve use ilynam~cs in the 
Dommican Republic: An analysis of discontinuation, failure, and 
swilchmgl. Calvenon, Maryland, Macro Inlernalional, Jun. 1994. 
(Seminario sobre la Dinamica Anticonceptiva en America Lalina) 
160. POPULATION COUNCIL (PC]. A silualion analysis of family 
welfare centers In Pakistan. New York, PC, Apr. 1993. 92 p. 
161. POPULATION COUNCIL (PO. A silualion analysis of family 
planningsewice delivery polnls In Ghan.1. New York, PC, 1994. 150 p. 
162. POPULATION COUNCIL (PC). The gap between reproduc- 
w e  intentions and behawor: A study of pun jab^ men a d  women. 
Islamabad, Pakistan, PC, 1997. 78 p. 
163. POTTER, L.S. Oral conlraceptive compliance and 11s role In 
 he effecliveness of the me~hod. In: Cramer, LA, and Spilker, B., 
eds. Patient Compliance In Medlcal Praclice and Clinical Trials. 
New York, Raven Press. 1991. p. 195-207. 
164. POUER, L.S. How effective areconlraceplivesf The determi- 
nation and measurement of pregnancy rales. Obsle~r~cs and Gy- 
necology 8 8 0  Suppl.): 135-23s. Sep. 1996. 
165. POVER, L.S., OAKLEY, D., DE LEON-WONG, E., and CA- 
NAMAR, R. Measuringcomplianceamongoral contracepln!e users. 
Family Planning Perspectives 28(4): 154-158. JulJAug 1996. 
166. POTTER, L.S., POTT5, M., CRUBB. G., and STEINER, M. 
What do we know about hu women lake the pill? 1991.41 p. 
(Unpublished). 
167. POTTS, M. and DENNY, C. Safely implicat~ons of lranskrr~ng 
the oral conlraceplive from prescription.only to over-the-counter 
slalus. Drug Safely 13(6): 333-337. Dec. 1995. 
168. PRATi, W.F. and BACHRACH, C.A. What do women use 
when they slop using the pill? Family Planning Perspeclives 19(6): 
257-266. Nov./Dec. 1987. 
169. PULLAM, T.W. The relalionship of service availability to con- 
Iraceplive use in rural Guatemala. Aug. 1990. 50 p. (Unpublished). 
170. RAHMAN, M., KHAN, M.A., CALDWELL, B.K., and KANE, 1.1. 
Factors asroc~aled with reponed side-effece of oral pills and In- 
jeclibles in rural Bangladesh. In: Kanr, T.T.. Bahl-e-Khuda, and 
Phillips. I.F., eds. Reproduclwe Heallh in Rural Bangladesh: Pol~cy 
and Programmatic Implicalions. Vol. I. Dhaka, Inremational Centre 
(or Diarrhoea1 Dixase Research, Bangladesh. Jul. 1997. p. 191 -216. 
171. RAMSAY, S. UK "pill scare" led lo ahonion Increase. Lancel 
347l9008): 1109. Apr. 20, 1996. 
172. RANDLE, N. Anlibiol~c- and ant~convulsan~-~nduced oral 
conlraceptwe failure. Journal of Pharmacy Technology l(6): 246- 
249. NovJDec. 1985. 
173. REANEY, R Half of UK women seeking abortion used contra- 
ception. (London). Reulers wire service. Nov. 13, 1999. 
174. REES, H. Acquiring the pill: Safely Issues. Reproductive Heallh 
Mallers (3): 41-45. May 1994. 

POPULATION REPORTS 



quence o l  oral contraceptive noncompliance. American Journal of 
Obstetrics and Gynecology l80(2, PI. 2): 5276-5279. Feb. 1990. 
' 179. ROSENBERG, M.)., BURNHILL, M.S., WAUGH. MS., 

GRIMES, D.A., and HILLARD, P.I. Complianceandoralcontracep- 
loves: A fcv ew Contraccptlon 5213). 1.37-141 Scp. 1995. 
180. ROStlUBERC, M.I. and WAUGH, MS. Oral contraceptlve 
discontinuation: A prospective evaluation of frequency and rea- 
sons. American Journal of Obstetrics and Gynecology 179(3, PI. 
1): 577-582. Sep. 1998. 
181. ROSENBERG, M.I., WAUGH, M.S.,and LONG, S, llnintended 
pregnancies and use, mlsuse and discontinuation of oral contracep 
lives. loumal of Reproductive Medicine 40(5): 355-360. May 1995. 
182. ROSENBERG, M.I., WAUGH. MS., and MEEHAN, T.E. Use 
anu mlsswoforal contraceptlves: R s* lnotcators rorpoorph tak ng 
and d ~ w o n t ~ n ~ a t ~ o n  Contraceot~on 51(5): 203-2838. Mav 1935 
183. R0SENFIELD.A.G. and L'IMCHAROEN, ~ . ~ u x i l i a r y  midwife 
prescr~ption of oral contraceptives: An experimental project in 
Thailand. In: Foreit, I.R. and Frejka, T., eds. Family Planning 
Operations Research: A Book of Readings. New York, Population 
Council. 1998. p. 71-81. 
184. ROSS, I. Contracept~on: Shon-term vs. long-term failure rates. 
Family Planning Perspectives 21(6J: 275-277. NovJDec. 1989. 
185. SALTER, C., JOHNSTON, H.B., and HENCEN, N. Care for 
postabon~on complicat~ons: Savlng women's I~ves. Population 
Repons, Series L, No. 10. Baltimore, lohns Hopkins School of 
Public Health, Population Information Program, Sep. 1997.32 p. 
186. SAMBISA, W. Contracepciw use dynamics in Zimbabwe: Dis- 
continuallon, switching, and failure. Calvenon, Maryland, M x r o  
Intemalional, Dec. 1996. Ulmbabw Funher Analysis) 24 p. 
187. SAMUELS, S.E., STRYKER, I., and SMITH, M.D. Over-the- 
counter binh control pills: An overview. In: Samuels, S.E. and 
Sm~th, M.D., eds. The Pill: From Prescription to Over the Counter. 
Menlo Park, Californ~a, Kaiser Fam~ly Foundat~on. 1994. p. 1-1 9. 
188. SCHAEFER, L. (Performance Improvement Consultative 
Gmuo. IHPIEGO reoresenlalive) IRwlsed definition d oerform- 
an~e'm~rovementl brrrona~ communratlon, May 12, 2000. 
189. SCHONDELMEYEK. S.W. and IOHNSON. I.A. Econom c ~~ - -  . - . .  - 

implicat~ons of swi~chlng from prescription status. In: Samuels, 
S.E. and Smith. M.D., eds. The Pill: From Prescr~plion to Over 
the Counter. Menlo Park, California, Kaiser Family Foundation. 
1994. p 189-235. 
190. SCHULER, S.R. and HOSSAIN. Z. Family planning clmics 
through women's eyes and volces: A case study from rural Bang- 
ladesh. International Family Planning Perspectives 24(4): 17W175, 
205. Dec. 1998. (Available: htlp://~.agi-i~sa.orglpubr/journald 
241 7098.html) 
191. SEALZA. L. Factors affeclint the familv ~ lannine oroeram 
dropovt rate in Bukldnon, ~ h d i ~ & r s .  ~an i ia , '~ rsear~h ' ln~ tu te  
for Mindanao Culture and Powlation Council. 1994.81 o. 
192. SEKADDE-KIGONDU, k., MWATHE, E.G., RUMIN~O, I.K., 
NICHOLS, D., KATZ, K., JESSENCKY, K., and LIKU, J.Acceptability 
and discontinuation of Depo-Provera, IUCD and combined pdl in 
Kenya. East African Medical lournal 73(12): 786-794. Dec. 1996. 
193. SERFAN, D. Medical aswcts of oral Contraceotive discon- 
I nuat on. Advances tn ~ o n t r a ~ e ~ t ' o n ~ ( ~ ~ ~ ~ l .  1). 1-76. Oct. 1992 
194. SERIATY. D Ora, contraceotlve comoiance udr~nr ddoles- 
cence. In: ~reitsas, G., ~astorakos, G., and Chrousous, C.P., eds. 
Addexent Gynecology and Endocrinology: Basic and Clinical 
Aspects. Annals of the New York Academy of Sciences. Vol. 81 6. 
Athens, Greece, New York Academy of Sciences. lun. 17, 1997. 
p. 422-431. 
195. SHAIN, R.N. and POTTS, M. Need for and acceptabil~ty of 
long-acting steroidal contraception. In: Zatuchni, G.L.. Goldsmith, 
A,, Shelton, ID., and Sc~arra, ).I., eds. Long-Acting Contraceptive 
Delivery System. Ph~ladelph~a, Harper and Row. 1984, p. 1-19. 
196. SHANE, B. and CHALKLEY, K. From research to action: How 
operations research is improving reproductive health services. Wash- 
ington, D.C., Popllation Reference Bureau, Mar. 1998.40 p. 
197. SHELTON, 1.D. Precise pill-takmg "behav~or." Jim Shelton's 
Pearls (Website). hltp:Nw.jhuccp.odpearlr/Seplember99/ 
399.stm. 1999. 
198. SHELTON, I.D., ANGLE, M.A., and IACOBSTEIN. R.A. Medi- 
cal barrien to access family planning. iancet 340(8831): 1334- 
1335. Nov. 28, 1992. . 199. SHELTON, J.D., DAVIS, S., and MATHIS, 1. Checklist for 
family planning service delivery, with selected linkages to reprc- 
ductive health: Maximizing access and quality Ibrochurel. US 
Agency for International Development, 1998. 20 p. 
200. SHELTON, 1.D. and DAVIS, S.S. Some priorit~es in maximiz- 
ing access to and quality of contraceptive services. Advances in 
Contraception 120): 233-237. Sep. 1996. 
201. SHENFIELD, G.M. Oral contraceptives: Are drug interactions 
of clinical significance? D N ~  Safery 9(1): 21-37. 1993. 
202. SHENFIELD. G.M. and GRIFFIN, I.M. Cl~nical pharmacoki- 
netics of contraceptive steroids: An update. Clinical Pharmacoki- 
netics 20(1): 15-37. Jan. 1991. 
203. SMITH, S.K., KIRK4MAN. R.J., ARCE, B.B., MCNEILLY, AS., 
LOUDON, N.B., and BAIRD. D.T. The effect of deliberate omis- 
sion of Trinordiol or M i c q y n o n  on the hypahalmic-pitutitary- 
ovarian axis. Contraception 346): 513-522. Nov. 1986. 
204. SOBTI, I.C., RAO, A.R., DEERING, ).,and SHAH, I.C. Project 
repon on the involvement of Indian Medical Associalion members 
for promolingoral contraceptivep~ll and IUCD In Cujaral. Training 
of 1326 family planning counselors and 83 family planning con- 
sultants. New Delhi, IMA-AKN Sinha Institute of Continuing Medi- 
cal and Health Education and Research, 1995. 64 p. 
205. SOLO. I. and BILLINGS, D.L. Linkages with treatment for 
incomplete abortions improve fam~ly planning services in Kenya. 
Operations Research Alternatives, Washington, D.C. Population 
Council, Aug. 1998. p. 3. (Available: httpJ~w.popcounciI.orglr 
hfp/alternativer/linkager.hlml) 

POPULATION REPORTS 

206. SPARROW, M.J. Pregnancies in reliable pill takers. New 
Zealand Medical lournal 102(879): 575-577. Nov. 8, 1989. 
207. SPARROW, M.I. Pill method fadures in women seeking 
abonion: Founeen years experience. New Zealand Medical lour- 
nal lIl(107S): 306-388. Oct. 9, 1998. 
208. STANBACK, I., QURESHI, Z., SEKADDE-KIGONDU, C., 
GONZALEZ, B., and NUTLEY, T. Checklist for ruling out preg- 
nancy among family-planning clienls in primary care. Lancet 
354(9178): 566. Aug. 14, 1999. 
209. STANBACK, I., THOMPSON, A,, HARDEE, K., and 
JANOWITZ, 8. Menstrual requirements: A significant barrier to 
contraceptive access in developing countries. Studies in Family 
Planning 280): 245-250. Sep. 1997. 
210. STANG, A., Schwlngl, P., and Rivera. R. New contraceptlve 
eligibility checklists for combined oral contraceptives (COCs) and 
depot-medroxyprogesterone acetate (DMPA) provision in commu- 
nity-based services programmes. Bulletin of the World Health 
Organization 78(5). May 2000. 
2 1 I. STARRS, A. The safe mahemood actlon agenda: Prtor~ties for the 
next decade. Inter-Agency Group for Safe Moth&ood, 1998.98 p. 
2 12. STEWART, M. Many pill users in Egypt lack adequate knowl- 
edge about how to take the pill. International Family Planning 
Perspectives 21(3): 123-124. Sep. 1995. 
2 13. STONE, S.C. Shwldoral contraceptivesbe sold over-thexcunter? 
American lcumal d Gynecobgc Health 7(2): 27-32. MarJApf.1993. 
214. STOREY, D., BOULAY, M., KARKI, Y., HKKERT, K., and 
KAR$MACHARYA. D.M. Impact of the inlegrated Radio Communi- 
cation Proiect In Neoal. 1994.1997. lournal of Health Communl- .- - -~ 

cation 4: i71-294. i99'9. 
215. SULLIVAN, R., BRECHIN, 5.. and LACOSTE, M. Structured 
on-the-job trainina: Innovations in international health training. In: 
~mer ican Society-for~raining and Dcvelopment (ASTD), ed. h k -  
ing HRD Programs with Organizational Strategy. ASTD. p. 155- 
179. (Available: http~/www.repmline.jhu.edu/englisld3imprwe/3 
ojtlojtl .h~m) 
216. SULLIVAN, H., FURNl5S. H., SPONA, I., and ELSTEIN, M.  
Effect of 21-day and 24-day OC regimens contdinmg gestodene 
(60 ug) and ethinyl estradiol (15 ug) on ovarian act~vity. Fenility 
and Sterility 72(lJ: 115-120. Jul. 1999. 
217. SUYONO, H., HENDRATA, 1.. and ROHDE, I. The family 
planning movement in Indonesia. In: Rohde, I., Chatterjee, M., and 
Morley, D., eds. Reaching Health lor All. New Delhi, Oxford 
University Press. 1993. p. 482-500. 
218. SZAREWSKI, A. and GUILLEBAUD, I. Contraception: A 
User's Handbook. Oxford, Oxford University Press, 1994. 264 p. 
219. TAYOB, Y., ROBINSON, G., ADAMS, I.. NYE, M., 
WHITELAW, N., SHAW, R.W., IACODS, H.S., and GUILLEBAUD, 
I. Ultrasound appearance of the ovaries during the pill-free inter- 
val. Br~tish lou;n.4 of Famlly Planning 160). 9;-96.'Oct. 1990. 
220 TECHNICAL GUIDANCEICOMPETENCE WORKING 
GROUP. Recommendations for updattng selected practices in 
contraceptive use, Volume I. Cunis, K.M. and Bright, P.L.. eds. US 
Agency for Intemalional Development, World Health Organiza- 
tion, Nw. 1994. 130p. (Available: httpJIwww.repmline.jhu.edu/e 
ngl1sll/6read/6multi/6tgw~6tgwg~hlm, Accessed Aug. 10, 1999) 
221. TECHNICAL GUIDANCEICOMPETENCE WORKING 
GROUP. Recommendations for updating selected practices in 
contraceptive use. Volume II. Chines, M., ed. US Agency for 
International Develo~ment, World Health Oruanization, Seo. 
1997 260 p. l~vaolab'e h~~p i /ww. repro l  ne In~edu/cngl~sl~6;e 
adl6m~1ltJ6tewwht~we.htm. Accessed Auc. 10. 1999) 
222. T O W N ~ E ~ D , ~ S . ~ ~ I ~ ~ U ~ ~ ~ ,  regulatio; h~nder use of the pill. 
Network 13(3): 6-10. Research Triangle Park, North Carolina, 
Family Health International. Mar. 1993. 
223. TRUSSELL, I. Contracept~ve elficacy. In: Hatcher, R., Trussell. 
I., Stewah F., Cates Ir.. W., Stewan, G.K., Guest, F., and Kowal, D., 

Fdmily planning w ~ t h  husband panc~palion. American loumal of 
Public Health 88(4): 646-648. Apr. 1998. 
233. WANG, E., SHI, S., CEKAN, S.Z., LANDGREN, B.M., and 
DICZFALUSY, E. Hormonal consequences of 'm~ssing the pill." 
Contraception 26(6): 545-565. Dec. 1982. 
' 234. WEAVER, K. and GLASIER, G. Interaction between broad- 

spectrum antibiotics and the combined oral contraceptlve pill: A 
literalure review. Contraceotion 59(2): 71-78. Feb. 1999. 
235. WtlSOERG, E. (X3sandcommsnlry la1 drerate. WhatcanmeGP 
oo to reduce 111 Current Tnerawutlcs 35t9): 4 7 4 .  51-52. Seo. 1994. 
236. WELLS, E., CROOK, 8.1 and MULLER, N. imetgenc; conlra- 
ception: A rescurce manual for providers. Seattle, Washington, 
Program for AppropriateTechnology in Health, May 1997 34 p. 
237. WESTCOTT, M., KOVACS. C., and JARMAN, H. Att~tudes to 
oral contraceotion in familv o lannin~ anenders. British lournal of 
Famdy plann;ng 1813): 85-08, Oct. G92. 
238. WESTOFF. C.F. and OANKOLE. A. Mass media and reoroduc- 
live behavior in Afr~ca. Calverton, Maryland, Macro lnlernatlonal, 
Apr. 1997. (Demographic and Health Surveys Analytical Repon 
No. 2) 39 p. 
239. WESTOFF, C.F. and BANKOLE, A. Mass media and reproduc- 
tive behavior in Pakistan, India and Bangladesh. Calvenon, Mary- 
land, Macro Internat~onal, May 1999. (Demograph~c and Health 
Surveys Analytical Repon No. 10) 32 p. 
240. WILLIAMS-DEANE, M. and POTTER, 1.5.. Current oral con; 
traceptlve use instructions: An analysis of patient package inserts. 
Fam~ly Planning Perspectives 240): 1 1  1-1 IS. May/lun. 1992. 
24 1 .  WINIKOFF, 0. Extra conlraceptive protectlonduringcombined 
oral contraceotlve use and antibiot~cs. In: Weaver, K. and Glasier, 
A. lnteract~on belwwn broad-rprctrum antlblacs and the com- 
hlned oral contracemove 0111. Contraceot~on 59f21 71-78 1!739 
242. WOOD, R., OOT~INC, 8.. and DUNNELL, K. Trends In 
conceutlons before and after the 1995 oil1 scare. Office for Na- 
Ilona1 ~tat~st~cs, Unlted Kingdom, ~ t l t u i n ,  1997 89 p. 
243. WORLD HEALTH ORGANIZATION (WHO). Abon~on. A 

eds. Contraceptive Technology. 171h ed. New York, Ardent Media. 
1998. p. 779-791. 
224. TRUSSELL, I., STEWART, F., POTTS, M., GUEST, F., and ELLERT- 
SON, C. Shouldoral conlracepiwsbeavailablewithoutprescriptiMI! 
American Journal dPublic Health 83(8): 1094-1099. Aug. 1993. 
225. TRUSSELL. I. and VAUGHAN. B. Contraceotive failure. 

tabulation of available data on the frequency and mortal~ry of 
unsafe aborlion. Geneva, WHO, 1997. 
' 244. WORLD HEALTH ORGANIZATION (WHO). lmprovmg ac- 

cess to quality care in family plannmg: Medical eligibility crlterla 
for contraceptive use. Geneva, WHO. 1996.143 p. 
245. WORLD HEALTH ORGANIZATION (WHO), lmprovmg ac- 
cess to quality care In family plannmg: Medlcal eligibility criteria 
for contraceptive use. 2nd ed. Cenwa, WHO, May 2MX). (Draft). 
246. WORLD HEALTH ORGANIZATION WHO)  and INTERNA- 
TIONAL FEDERATION OF GYNECOLOGY AND OBSTETRICS 
(FIGO). Community-based services for family planning: The role 
of the medical profession. International lournal of Gynecology and 
Obstetrics 49(1): 85. Apr. 1995. 
247. YESHAYA, A,, ORVIETO, R., KAPLAN, 8.. BAR-HAVA, I., 
BAR, I., and BEN-RAFAEL, Z. Flexlble starting schedule lor oral 
contraception: Effect on the lnc~dence of breakthrough bleeding 
and compliance. European lournal of Contracept~on and Repro- 
ductive Health Care 3(3): 121 -1 23. Sep. 1998. 
248. YESHAYA,A.,ORVIETO, R., KAUXHANSKY, A,, DICKER, D., 
BAR-HAVA, I., and BEN-RAFAEL, L. A delayed sraning schedule of 
oral contraception: The effect on the incidence of breakthrough 
bleeding and compliance in women. European journal of Contra- 
ception and Reproductive Health Care 10): 263-265. Sep. 1996. 
249. YOUNGKIN, E.Q.. DAVIS, M.5.. and KOLB, K.W. Making 
oral contraceplives avadable over-the-counter Ileuerl. Nurse Prac- 
lltioner 210): 13, 133-134. 143-144. Mar. 1996. 
250.ZAVALA.A.S.. PEREZ-GONZALES. M., MILLER. P., WELSH. 
M., WILKINS, L.R., and POTTS, M. Reproductive risks in a com- 
munity-hased dislriburton program of oral contraceptlves, Mata- 
moros, Mexico. Studies in Famdy Plannlng l8(5): 284.290, 
SepJOct. 1987. 

- - - -  . . . - -  - - -  , 
method-related discontinuation and resumplion of use: Results 
from the 1995 Nalional Survey of Family Crowih. Famdy Planning 
Perspectives 31(2): 64-72, 93. MarJApr. 1999. (Available: 
httpJ//www.agi-usa.org/pubdjournalr/3 106499.htmlJ 
226. TSUI, A.O. and OCHOA, L.H. Service proximity as a deter- 
minant of contraceptive kehavior: Evidence from cross-national 
slud~es of survey data. Chapel Hill, Nonh Carolina, Carolina 
Population Center, Mar. 1989. (Camlina Population Center Papers 
No. 89-05) 43 p. 
' 227. TWEEDIE, I., OFORI, I., and GLASS, W. Family planning 

continualion among MOH delaulters in Ghana. Baltimore, Ghana 
Mm~stry d HealtldHeallh Education Unit, and lohns Hopkins 
School of Public Health Center for Communicalion Programs, Apr. 
1996.38 p. (Draft preliminary repon). 
228. TWUM-BMH, K.A. and STANBACK, I. Provider rationales for 
restrictive family planning service practices In Ghana [Fact sheell. 
Ghana SlatisJical Sewice, Family Health Intemalional, Nw. 1996.3 p. 
229. UNITED NATIONS FUND FOR CHILDREN (UNICEF). 
WHOIUNICEFIUNFPA workshop on systematizingexperiences in 
implementing women-friendly health services. UNICEF (Website). 
hlIpI /~~~.unicef.~saWJan. 2628.1999. (Erecutivesummayrepml 
230. US FOOD AND DRUG ADMINISTRATION. FDA to hold 
public meeting on regulation of OTC products. (Website). http:// 
ww.fda.govlbbsltopicI/NEWS/NEW00725.hlml Apr. 27, 2000. 
231. WAHAB, M. and KILLICK, S. Oral contraceptive knowledge 
and compliance in young women. British loumal of Family Plan- 
ning 22(4): 170-1 74. Ian. 1997. 
232. WANG, C.C., VWINGHOFF, E., HUA, L.S.,YUN, W.H.,and 
RONG, Z.M. Reducing pregnancy and induced abortion in China: 

ADDENDA 
251. BELFIELD, T (Fam~ly Plannmg Association (UK) IPract~cal use 
of seven-day guidelines1 Personal communicat~on. lun. 16,2000. 
252. GESTODENE STUDY GROUP324. Cyclecontrol, safety and 
efficacy of a 24-day regmen of gestodene 6QglethinlyestradioI 
15ug and a 2 lday  regimen of desogestrel 15011~ethinylestradiol 
2@g. European lournal of Contraception and Reproductive 
Health Care 4(Suppl. 2): 17-25. Nov. 1999. 
253. HANSEN, T.H. and LUNDVALL, F. Factors influencing the 
reliability of oral contraceptives. Acta Obstetriciaet Gynecologica 
Scandinav~ca 76(1): 61-64. Ian. 1997. 
254. KAKOURIS, H. and KOVACS, G.T. Pill failure and non-use 
of secondary precautions. British lournal of Family Planning 18(2): 
41-44. lul. 1992. 
255. KOVACS,G.T., RIDDOCH, C., DUNCOMBE, P., WELBERRY, 
L., CHICK, P., and WEISBERG, E, lnadvenent pregnancies Inoral 
contraceptive users. Medical lwrnal of Australia 150(10): 549- 
551. May 15, 1989. 
256. PSL GROUP. Minesse (GestodeneIEthinyl Estradiol), lowdose 
conlraceptlve, approved in Europe. Doctor's Guide. Mar. 23, 
2000. (Available: httpJ/www.prlgroup.comld~19396e.html 
257. WORLD HEALTH ORGANIZATION (WHO). Overcoming 
antimicrobial resistance. Geneva, WHO, 2000. 
258. YIMIN, C., WE!, Z., ZHIMIN, L., YANG, Z., and AIYINC, W. 
Contracept~ve practices of women requesting termination of peg- 
nancy: Asludy fmm China. Contraception 55(1l: 15-1 7. Jan. 1997. 
259. YOUNG, L.K., FARQUHAR, C.M.. MCCOWAN, L.M., 
ROBERTS. H.E., and TAYLOR, I. The contraceptive practices of 
women seeking lermination of pregnancy in an Auckland clin~c. 
New Zealand Medical Journal 107(978): 189-192. May 2s. 1994. 
260 WORLD HEALTH ORGANIZATION (WHO). REPRODUC- 
TIVE HEALTH AND RESEARCH. Selected practice recommenda- 
tions for contraceptive use. Geneva, WHO, 2002. 

ISSN 0887-0241 



I POPULATION REPORTS I 
Population Reports are free in any quantity to developing countries. In USA and other developed countries, multiple copies 
are US32.00 each; full set of reports in print, $35.00; with binder, $40.00. Send payment in US$ with order. Population 
Reports in print in English are listed below. Many are also available in French, Portuguese, and Spanish, as indicated by 
abbreviations after each title on the order form below. 

-------Fz-------------------------------------------------------------- 

TO ORDER, please complete the form below. (PRINT or TYPE clearly.) 
Mail to: Population Information Program, The Johns Hopkins University 
Bloomberg School of Public Health, 11 1 Market Place, Suite 31 0, Baltimore, M D  21 202, USA 
Fax: (41 0) 659-2645 E-mail: 0rdersQjhuccp.org Internet site: http://www.jhuccp.org 

Family name Given name 
Organization 

Address 

Population Reports in Print 
I I 1. Send -copies of each future issue of Population Reports. 

I I am already on the Population Reports mailing list. 
I 
I Send me a binder (in developed countries, US$7.00). 

1 2. Language: P ~ n ~ l i s h  P ~ r e n c h  P~ortuguese PSpanish. 

1 3. Check (4 the issues you want: 

ORAL CONTRACEPTIVESSeries A 
I - A-8 Counseling Clients About the Pill [ I  9901 (F,S) 
I A-9 Oral Contraceptives-An Update 120001 (F,S) 1 ZA- IO  Helping Women Use the Pill 120001 (F,S) 

I INTRAUTERINE DEVICESSeries B 
- 8-6 IUD-An Update 119951 (F,P,SI 

1 
1 -1-39 

-)-41 I - 
I 
1 J-42 
1 - 1-43 1 1-44 
I _ J-45 
1 1-46 
I - 
I 
I 
I 
I 
I 
I 
I 

Please 

I STERILIZATION, FEMALE-Series C 
I - C-10 Voluntary Female Sterilization: Number One and Growing 
I 119911 (F) 

1 STERILIZATION, MALE-Series D 
I D-5 Vasectomy: New Opportunities 11 9921 (F,Y 
I - D-5 Guide: Quick Guide to Vasectomy Counseling (1 9921 (F,S) 
1 - 
1 BARRIER METHODSSeries H 
I H-8 Condoms-Now More Than Ever 11 991 1 (F,S) 
1 - 
I - H-9 Closing the Condom Gap [ I  9991 iF,S) 

! FAMILY PLANNING PROGRAMSSeries J 
Paying for Family Planning 11 991 I (F,S) 
Making Programs Work [I9941 iF,SI 
Meeting the Needs of Young Adults 119951 (F,P,SI 
Supplement: Female Genital Mutilation: A Reproductive 
Health Concern (1 9951 (FI 
Helping the News Media Cover Family Planning [ I  9951 iF,S) 
Meeting Unmet Need: New Strategies 11 9961 (F,S) 

i 
! 

- 1-47 Family Planning Programs: Improving Quality 11 9981 (F,P,S) I 

1-48 GATHER Guide to Counseling [ I  9981 (F,P,S) 
I 

- I 
- 1-49 Why Family Planning Matters [I9991 (F,S) I 
- J-50 Informed Choice in Family Planning: Helping People Decide [2001] iF,S,) I 
- J-51 Family Planning Logistics: Strengthening the Supply Chain 12001 I I 

I 

INJECTABLES AND IMPLANTSSeries K I 
I 

- K-4 Decisions for Norplant Programs [ I  9921 (F,S) I 
- K-4 Guide: Guide to Norplant Counseling 11 9921 (F,S) I 
- K-4 Fact sheet: Norplant at a Glance 11 9921 (F,S) I 

K-5 New Era for lnjectables 11 9951 (F,P,SI 
1 

- I 
- K-5 Fact sheet: DMPA at a Glance 11 9951 (F,P,S) I 

ISSUES I N  WORLD HEALTH-Series L 
I 
I 

- L-10 Care for Postabortion Complications: Saving Women's Lives 11 9971 (F,P,S) I 
- L-10 Wall  chart: Family Planning Aher Postabortion Treatment 11 9971 (F,P,S) I 

I -- 
- L-1 1 Ending Violence Against Women 11 9993 (F,P,S) I 
- L-12 Youth and HIVIAIDS: Can We Avoid Catastrophe? (2001 j (S) I 

SPECIAL TOPICS-Series M 
I 
I 

- M-10 Wal l  chart: Environment and Population 11 9921 (F,S) I 
- M-12 Opportunities for Women Through Reproductive Choice [ I  9941 (F,P,S) 1 
- M-13 Winning the Food Race 11 9971 [F,S) I 
- M-14 Solutions for a Water-Short World 119981 (F,S) I 
- M-15 Population and the Environment: The Global Challenge [2000] (F,S) I 

I 
I 
I 
I 
I 
I 

0 I 
I 
I 

The Essentials of The Essentials of I 
~ a m i l ~ i l a n n i n ~  Methods: New Giidance [ I  9961 iF,S) Contraceptive Contraceptive I 

I 
People Who Move: New Reproductive Health Focus 119971 iF,S) Technology Technology 1 
Reproductive Health: New Perspectives on Men's Participation Handbook (F,S) Wall Chart iF,S) I 
11 9981 (6s) I 

I I .  

POPLINE Digital Services 
send details on the following products/services: 

I 
I POPLINE: the world's largest bibliographic 
I database on population, family planning, and related 

I health issues, is available in CD-ROM (free of charge 
I to developing countries) and on the Internet, at no 

Special topic CD-ROMs: 
HIM CD-ROM 
(Helping Involve Men) I 
Population and Environment CD-ROM 

I charge, at http://www.popline.org I I 
Searches: POPLINE searches can be requested I I Document Delivery: PDS will send full-text from PDS by sending an e-mail to: popline@jhuccp.org I 

I copies of POPLINE documents by mail or by e-mail. or by mail or fax to address above. 
I 
I 




